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There’s no guesswork in the comfort and economy of 
Spring-Air products ... thousands have been in uninter- 
rupted hospital service for more than 15 years . . . and 
over 2,000 leading hospitals are now using them. If 
“your prime considerations are the comfort of your patients 
‘and economy of hospital administration, we earnestly 
request that you investigate Spring-Air TIME 

. TESTED hospital mattresses and nurses’ beds. 


SPRING-AIR COMPANY 
DEPARTMENT 1014, HOLLAND, MICHIGAN 


PRODUCED BY 41 PLANTS THROUGHOUT 
THE UNITED STATES AND CANADA 
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nearby Spring-Air 
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Nieosuds is the new, 


Bective, low-cost 


W.,, to produce sparkling dishes! 


Nreosuds is safe; 
E.: on the hands; 


Wrasnes almost everything! 





N ow is the time to 


a with new 


Wyandotte Neosuds! 





WYANDOTTE CHEMICALS CORPORATION 
WYANDOTTE, MICHIGAN © SERVICE REPRESENTATIVES IN 88 CITIES 


NEW is the word for Wyandotte Neosuds*. This improved dishwash- 
ing compound is unsurpassed in washing efficiency and economy. It’s 
speedy and safe .. . makes lots of suds, even in the hardest water. 

Neosuds is ideal for al/ hand dishwashing jobs. It goes into solution 
quickly . . . rinses freely and completely, leaving only clean, sparkling 
glasses, dishes and silver. It penetrates and removes soil and hardened 
deposits from baking pans and cooking utensils. A little of this soapless 
compound goes a long, long way. 

Let your Wyandotte Representative show you how to get economy 
plus quality in your dishwashing with Wyandotte Neosuds. He’ll give 
you a demonstration without obligation. A telephone call will bring him. 


* Registered trade-mark 
GO) Wyandotte 
REG. U. S. PAT. OFF. 
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A PRODUCT G A 


Also useful in manifold ways is short-acting Nembutal. More than 44 different 








clinical uses for it have already been described in over 470 reports in the literature. 
They show that adjusted doses of Nembutal can be used to achieve any desired 
degree of cerebral depression—from mild sedation to deep hypnosis. They also 
show that the dose required is only about one-half that of many other barbiturates. 
Small dosage means that there is less drug to be inactivated, shorter duration of 


? 


effect, less possibility of “hangover,” wide safety margin, and definite economy 
to patients. Eleven Nembutal products, all in varied dosage forms, make adminis- 
tration a simple matter. Listed at the right are some of the ways in which Nembutal 
has been successfully employed. They may suggest more ways for you to use 
Nembutal. A booklet, “44 Clinical Uses for Nembutal,” containing indications, 


; contraindications and dosages, all indexed for easy reference, is yours for the 


asking. Just drop a card to AspBotr LaBoratoriges, North Chicago, Illinois. 


1 

4 

: in equal oral doses, no other barbiturate combines 
QUICKER, BRIEFER, MORE PROFOUND EFFECT 


or. thon NEMBUTAL’ 


(PENTOBARBITAL, ABBOTT) 
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of Nembutal 
Clinical User 


SEDATIVE 

Cardiovascular 

Hypertension! 

Coronary disease! 

Angina 

Decompensation 

Peripheral vascular disease 

Endocrine Disturbances 

Hyperthyroid 

Menopause—female, male 

Nausea and Vomiting 

Functional or organic disease (acute 
ir inal and ional) 





X-ray sickness 
Pregnancy 
Motion sickness 


Gastrointestinal Disorders 


Cardiospasm? 

Pylorospasm? 

Spasm of biliary tract? 

Spasm of colon? 

Peptic ulcer? 

Colitis? 

Biliary dyskinesio 

Allergic Disorders 

Irritability 

To combat stimulation of 
ephedrine alone, etc.3+! 

Irritability Associated 

With Infections‘ 


















Restlessness and Irritability 
With Pain’.* 


Central Nervous System 


Paralysis agitans 
Chorea 

Hysteria 

Delirium tremens 
Mania 


Anticonvulsant 


Traumatic 
Tetanus 
Strychnine 
Eclampsia 

Stotus epilepticus 
Anesthesia 


HYPNOTIC 
Induction of Sleep 


OBSTETRICAL 

Nausea and Vomiting 
Eclampsia 

Amnesia and Analgesia® 


SURGICAL 
Preoperative Sedation 
Basal Anesthesia 
Postoperative Sedation 


PEDIATRIC 

Sedation for. 

Special examinations 

Blood transfusions 

Administration of parenteral fluids 
Reactions to immunization procedures 
Minor surgery 


Preoperative Sedation 


Nembutal clone or 
1Glucophylline® and Nembutal, 
2Nembutal and Belladonna, 
3Ephedrine and Nembutal, 
‘Nembudeine®, 

Nembutal and Aspirin, 

Swith scopolamine or other drugs. 





Mid-Year Conference of Presidents and Secretaries—February 4-5, 


New England Hospital Assembly—March 28- 
30; Boston (Statler Hotel). 

Tri-State Hospital Assembly—May 2-4; Chi- 
cago (Palmer House). 

Upper Midwest Hospital Conference—May 
26-28; Minneapolis (Nicollet Hotel). 


STATE MEETINGS—1948 

Alberta—November 8-10; Calgery (Palliser 
Hotel). 

California Midyear—November | I-12; Santa 
Barbara (Recreation Center). 


REGIONAL MEETINGS — 1949 


Association of Western Hospitals—May 9- 
12; San Francisco (Civic Auditorium). 


Carolinas-Virginias Hospital Conference— 
April 21-22; Asheville, N.C. (George Vaa- 
derbilt Hote!). 

Mid-West Hospital Association—April 26-28; 
Kansas City (Municipal Auditorium and 
Hotel President). 


Middle Atlantic Hospital Conference—May 
18-20; Atlantic City (Convention Hall). 


American Hospital Association 5ist Annual Convention—September 26-29, 1949; Cleveland. 
1949; Chicago (Drake Hotel). 
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Puritan Mask and Bag (i ai 


The nosepiece, which is made of light plastic, may 
be shaped to fit any contour and size of nose 





















Adjustable nose vent eliminates 
excess Carbon Dioxid 






































Automatic relief 
valve provides 
minimum resistance 
to respirations 














































































Economy Plus Quality, Service, Dependability 


Initially inexpensive, the Puritan Mask and Bag affords fur- 
ther economy through its superior efficiency in the adminis- 
tration of oxygen, helium-oxygen and other therapeutic gases. 


Wed for Mealteer Ga leongey Eguejpmend lalaleg 
PURITAN COMPRESSED GAS CORPORATION 


BALTIMORE ATLANTA BOSTON CHICAGO CINCINNATI DALLAS 
DETROIT ~ NEW YORK $T. LOUIS ST. PAUL KANSAS CITY 
‘Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases 
and Gas Therapy Equipment 


PURITAN DEALERS IN MOST PRINCIPAL CITIES 
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Hawaii—December 1-2; Honolulu 
Smythe Memorial Building). 
Kansas—November 18-19; Topeka (Jayhawk 
Hotel). 

Manitoba—October 18-19; Winnipeg; (Roy- 
al Alexandra Hotel). 

Maryland—District of Columbia—November 
8-9; Washington (Statler Hotel). 

Michigan—November 8-9; Grand Rapids 
(Pantlind Hotel). 

Mississippi—October 
Vista Hotel). 

Missouri—December 6-7; St. Louis (Jeffer- 
son Hotel). 

Montana—October 18-19; Helena (Placer 
Hotel). 

Nebraska—November 17-18; Lincoln (Corn- 
husker Hotel). 

Oklahoma—November 4-5; Oklahoma City 
(Skirvin Hotel). 


18-19; Biloxi (Buena 


Ontario—November 1-3; Toronto (Royal 
York Hotel). 
Oregon—October 6-7; Columbia Gorge, 
Hood River. 
South Dakota—October 18-19; Yankton 


(Charles Gurney Hotel). 


STATE MEETINGS — 1949 

Arkansas—May 16-17; Little Rock (Marion 
Hotel). 

lowa—April 22; Des Moines (Fort Des Moines 
Hotel). 

Massachusetts—March 28; Boston (Statler 
Hotel). 

Ohio—March 23-26; Columbus (Neil House). 

Texas—April 19-21; Galveston (Buccaneer 
Hotel). 

Wisconsin—February |7; Milwaukee (Schroe- 
der Hotel). 


OTHER MEETINGS 

American Association of Medical Record 
Librarians—October 18-22; Los Angeles. 

American College of Surgeons, Clinical Con- 
gress—October 18-22; Los Angeles (Bilt- 
more Hotel). 

American Dietetic Association—October 18- 
22; Boston (Hotel Statler). 

American Medical Association: Interim Ses- 
sion—November 30-December 3; St. Louis. 

Annual Conference of Blue Cross-Blue Shield 
Plans—October 25-28; French Lick, Ind. 
{French Lick Springs Hotel). 


INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Personnel Institute—October 4-8; New York 
City {New Yorker Hotel). 

Institute on Hospital Purchasing—November 
1-5; Boston (Somerset Hotel). 

Institute on Advanced Accounting—Novem- 
ber 15-19; Long Beach, Calif. (Municipal 
Auditorium and Wilton Hotel). 

Conference on Public Relations—December 
6-8: New Orleans (Roosevelt Hotel). 

Hospital ong ge ete 6-10; 
Washington, . (Wardman Park Ho 
tel). 
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IP _ RESENTING .. . the first ‘book- 
©. keeping machine styled in the 
modern mode—with that rare beauty of 
truly functional design. And inherent in 
this distinctive machine are new features 
that speed and simplify the production 
of every accounting record. 

The Foremost is fashioned for effi- 
ciency in business administration—fash- 
ioned for faster accounts receivable, for 
more detailed accounts payable, for com- 
plete payroll records—as well as for every 


other phase of management control. 

Combining the maximum in owner- 
utility with singular operator-appeal, this 
completely electrified bookkeeping ma- 
chine is designed to produce the results 
you require—at lower cost. See it today! 

Call your local Remington Rand spe- 
cialist, or write Department HP-10, 
315 Fourth Avenue, New York 10, N. Y. 


Reningon Read 








Dour President Foports 





S THE YEAR draws to a close, 

my thoughts naturally turn to 
my neglected regular job. At this 
time of year President Morris and 
the directors of the W. K. Kellogg 
Foundation’s six divisions — medi- 
cine, dentistry, nursing, public 
health, education and hospitals— 
take time out to budget next year’s 
income of approximately $2,000,000 
“for the health, happiness and 
well-being of mankind.” The ob- 
jective is to get the greatest possi- 
ble return from the philanthropic 
dollar in terms of this broad 
purpose. 

Foundation activities generally 
may be divided into three cate- 
gories: (1) Relief, (2) research 
and (3) application of knowledge. 
The W. K. Kellogg Foundation is 








interested primarily in the appli- 
cation of knowledge because of 
the gap that frequently exists 
between what is being done and 
what should be done. The basic 
philosophy is that the foundation 
is a resource that a community may 
use to work out its own problems. 
The community may be Manila, 
Chunking or Podunk. 

The staff reviewed the progress 
of 59 projects budgeted a year ago, 
plus others added during the year, 
and discussed new projects. The 
cost of continuing the old projects 
and many proposed new ones al- 
ways exceeds funds available. The 
whittling-down process eliminates 
the less promising. 

The six university programs in 
hospital administration promise to 














WANTED 


In particular, a hospital 
that’s growing and trying to 
catch up with itself. 


We have a young administra- 
tor ready to efficiently carry 
through a program of expan- 
sion and modernization for 
a smaller hospital. 








He has been awarded his Master’s in Hospital Administration 

..and his background, training, and personality are excellent. 
Our young administrator would also prove a capable right- 
hand to a busy administrator in a large hospital. 


Please let us hear from you at once if you know of an oppor- 
tunity which will best utilize his ability and training. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 
CHICAGO . 


A Small Hospital 
with Growing Pains 
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“for the 


yield huge dividends 
health, happiness and well-being 
of mankind.” The next step is to 
organize similar programs in the 
three Latin-American schools of 
public health. The American Hos- 
pital Association has cooperated in 
bringing five fine young Latin- 
American physicians here for 
training at Columbia, Minnesota 
and Hopkins to become teachers in 
these schools. Others will come 
next year. This investment also 
will pay huge dividends in hemis- 
pheric solidarity. 
xk kk * 

John Hayes ended his columnar 
activities a year ago in a blaze of 
poetic fantasy. My poetic urge did 
not surge. Joe Norby will not be 
handicapped like I was by such 
close association with genius. 

The year has been more crowded 
than I anticipated. So many things 
have been happening nationally 
to affect hospitals. The toughest 
problem is the menace, to all other 
hospitals, of an unrestricted veter- 
ans hospital construction program. 
Progress has been made here. Not 
even the American Legion com- 
mander talks about 300,000 beds 
now since the Association made 
the proposal look so ridiculous. 

Veterans Administrator Gray 
and Medical Director Magnuson 
are reported to be insisting on a 
ceiling of 120,000 beds forever, be- 
cause it is impossible to manage 
effectively or staff a system larger 
than that. About 6,000 beds are 
vacant now because of the lack of 
employees. Ineffective utilization 
of available employees also cuts 
down the number of admissions. 
The figures on average stay show 
that a patient remains about three 
times as long in a veterans’ hospi- 
tal as he would in his own home 
town hospital for the same diag- 
nosis. 

It is outrageous to waste em- 
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The UNSEEN quality 
in Curity Cateut 





PREDICTABLE ABSORPTION 
... proved in practice 


Some suture qualities—such as 
sterility and adequate tensile 
strength—are “musts” because 
of U.S.P. requirements. Other 
qualities, such as smoothness 
and pliability, you can take for 
granted in Curity Catgut. 


But a most important quality 
in Curity Catgut escapes the 
hand and eye. It shows up in sur- 
gical use—where it counts most. 
It is predictable absorption, your 
assurance of maintaining wound 
closure, within a wide margin of 
safety, until increased wound tis- 
sue strength renders the suture 
no longer necessary. That’s why 
surgeons everywhere count on 
Curity Catgut for superlative 
performance. 


Predictable absorption is no 
accident. Curity Suture Labora- 
tories’ years of research have 
resulted in major contributions 
to improved catgut processing. 
You can use Curity sutures 
confidently. 
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ORDER THROUGH YOUR DEALER * 





Curity Suture Laboratories REG.U.S.PAT.OFF. J. 


PCy ae ae Ome §=SUTURES 


Division of The Kendall Company, Chicago 16 
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Diack Controls have been 
checking these factors and 
assuring positive sterilization 
for 38 years. 


Same Conticls 


ROYAL OAK. MICHIGAN 













1847 NORTH .4AIN STREET 




















ployees (and the taxpayers’ dol- 
lars) in this fashion when there 
now is such a shortage of both 
employees and dollars. It is prob- 
able that there will be little im- 
provement in this situation as long 
as the Veterans Administration 
operates hospitals. The sad part 


‘about it is that the non-federal 


hospitals train practically all of the 
nurses and other employees for the 
Veterans Administration. 

Strong support is being given by 
the American Medical Association 
through the joint committee. Dr. 
H. H. Shoulders of Nashville, for- 
mer American Medical Association 
president who was chairman of its 
committee dealing with this prob- 
lem 20 years ago, is a tower of 
strength. He has some very con- 
structive suggestions to offer on 
how to give the eligible veteran 
more and better service in his own 
home town by his family doctor 
and also in veterans’ hospitals. 

The Hoover commission on the 
reorganization of government is 
working on this problem. A con- 
ference with American Legion offi- 
cials is being arranged. Coordina- 
tion of veterans’ hospital construc- 
tion with construction under Public 
Law 725 appears probable within 
a few months. It will mean a sav- 
ing of billions of dollars for the 
taxpayer and private philanthropy. 


kK ®% *® 

Mr. Ewing sent me an advance 
copy of his report to President 
Truman on 10-year health goals 
for the nation, but it went to Chi- 
cago and I have not yet read it. 

George Bugbee read the report 
and likes it, except for compulsory 
sickness insurance. Its. release, 
just before President Truman’s 
Labor Day excursion into Michigan 
to capture the labor vote, was ex- 
pertly timed. The press gave it 
tremendous coverage. What irri- 
tated me was that some of the press 
reports, intentionally or otherwise, 
cleverly twisted the text to make it 
appear to the casual reader that 
the National Health Assembly en- 
dorsed compulsory sickness insur- 
ance. 

Another irritating statement 
suggested that voluntary insurance 
cannot do the job. People who say 
that certainly have little faith in 
the free society private enterprise 
that made this nation great and 





“inated. But 





produced voluntary hospitals and 
Blue Cross. The mere fact that 
other nations have resorted to legal 
compulsion is an argument against 
having it in this nation. There is 
abundant evidence in this chaotic 
world that centralization of con- 
trol in the national government 
over the daily life of the individual 
leads to dictatorship, whether it be 
communism or fascism. It is a 
strange paradox that the historic 
states rights party should be de- 
manding national compulsory sick- 
ness insurance. Some way must be 
found to get this issue out of par- 
tisan politics, like we did hospital 
construction. 

Some 50,000,000 Americans and 
many Canadians who belong to 
voluntary plans weaken Mr. 
Ewing’s arguments. Another 15,- 
000 or 20,000 sign up every day. 
Under Dr. Hawley’s leadership 
the movement is rapidly being 
strengthened and consolidated na- 
tionally. With a few more years 
of such progress, talk about legal 
compulsion will become academic. 
But government has a part to play, 
‘just as it has played an important 
part in the partnership between 
government and private philan- 
thropy in the support of hospitals. 

Blue Cross is a logical extension 
of hospitals’ attempts to make their 
services easily available to the 
public. If Mr. Ewing’s argument 
were followed to its logical conclu- 
sion, both Blue Cross and the vol- 
untary hospital would be elim- 
President Truman 
wrote me on August 19: 

“Nothing in the plans I have in 
mind or in the recommendations I 
have made to the Congress looking 
toward a national health program 
would interfere in any way with 
the 3,000 or more of our voluntary 
hospitals which supply so large a 
part of the hospital care for our 
people. I depend upon our peculiar 
genius for combining governmental 
and voluntary activity to expand 
and maintain our hospital system.” 

I have an appointment to talk to 
the President about this. 

x *k * 

And so to the end of the column. 
Take over, Joe Norby. I wish you 
the best of luck. 


abam (Kiera 
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need not be unseasoned 


Neocurtasal, the new seasoning agent 
for salt (sodium) -free diets, tastes and 
looks like table salt. Patients permitted 
to sprinkle Neocurtasal to suit their 
taste follow dietary directions without 
grudging hesitation. 2 oz. shakers and 


8 oz. bottles. 


VEOCURTASAL 


sodium-iree seasoning agent 


New York 13, N.Y. WINDSOR, ONT. 
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hospital, send every new 










Begin now to develop 
“alumni group” among the 
born in your hospital. 







Write for this portfolio giving 
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Do it right.... 


as a special courtesy from your 


mother 


home with a beautiful Hollister 
Birth Certificate inscribed with the 
name and picture of your hospital. 


Here is one of those small atten- 
tions that adds immensely to the 
cumulative good will of your hos- 
pital . .. and it lasts a lifetime. 


a loyal 
infants 


full in- 


formation on Hollister Birth Certificate 


. and for 
of the 


many styles of Hol- 
Certificates 
used byleadinghos- 


pitals nationwide, 


Franklin C Hollister. 







833 North Orleans St. 
CHICAGO 10 
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ON PRICING EMPLOYEE MEALS 


HEN a new hospital is opened, 

the problem of how to charge 
for employee meals must be solved. 
Several alternatives are open: 
Meals may be offered free to em- 
ployees and considered as mainte- 
nance in addition to cash salary, 
low cost meals may be made avail- 
able, or below-cost meals may be 
offered as employee morale-build- 
ers. 

This month four administrators 
discuss the question of setting a 
policy on employee meal charges. 
All of them agree that while be- 
low-cost meals might serve a 
morale purpose, other considera- 
tions are more important. None of 
them advocate charging prices 
high enough to make a profit for 
the hospital. 

Raw food costs, plus a reasonable 
overhead, seems to be their choice 
for determining charges. A cafe- 
teria system and a good selection 
of food, including both heavy and 
light meals, is endorsed in the 
opinions printed below: 


SOME OVERHEAD IS 
CHARGEABLE 


SOUND AND EXPLANABLE reasons 
for meal pricing in hospitals are 
necessary. The employee must get 
his money’s worth. He should be 
conscious that such is the case, and 
the administrative policy cannot be 
one of offering food at a price far 
below cost just to create good will 
among employees. 

Ability to purchase food at the 
lowest possible prices varies with 
the astuteness of the purchaser, 
but there is little to criticize in the 
practice of charging at least raw 
food costs. Should it end there, or 
should the employer pay for all or 
part of the expenses that are re- 
quired for served meals? 

My judgment would be to charge 
a large enough portion of the over- 
head which could be shown as less 
than actual cost. How much less 
would vary with the size of the 
hospital and the number of em- 
ployees. It would be wise to have 
this policy recorded in the person- 
nel policy booklet. 

With such a plan, the dietitian 
still has a great deal to do to please 
customers who are articulate, and 
often not fair in their remarks 


about the choice, amounts, price 
and quality of food offered for sale. 

While a priced, relatively inex- 
pensive meal may be suggested for 
those who are unable to make sen- 
sible selections for themselves, 
there should be enough of the more 
appetizing and more expensive 
dishes so that the employee occa- 
sionally can indulge in a buying 
spree. Specials of this type might 
be offered from time to time at 
prices that obviously are below 
current restaurant charges in the 
same area. 

I believe in these policies but I 
also recognize the dietitian’s prob- 
lems, and respect the one who 
is able to plan meals that satisfy 
within this basis ——DR. GERALD F. 
Houser, director, Faulkner Hospi- 
tal, Jamaica Plain, Mass. 


CASH SALARY BETTER 
THAN MAINTENANCE 


IT OFTEN HAS BEEN SAID that ‘“‘the 
way to a man’s heart is through his 
stomach.”’ This may be true for all 
people, including hospital employ- 
ees. It should be remembered in 
determining the policy for pricing 
meals for employees. 

In the past, most hospitals fol- 
lowed the custom of furnishing the 
majority of their employees with 
complete maintenance and a small 
cash compensation. In the last ten 
years, the trend has been to discon- 
tinue the maintenance allowances. 
The employee then is compensated 
with a cash salary and whatever he 
received from the hospital for 
maintenance, less a varying dis- 
count. 

During the earlier period, the 
employee was inclined to forget 
that meals, lodging and other bene- 
fits were received as compensa- 
tion, and to compute only the cash. 
The hospital was spending large 
amounts to provide this extra com- 
pensation, to which the employee 
assigned very little value. 

With this in mind when deter- 
mining the pricing policy for em- 
ployee meals in a new hospital, the 
actual cost of the raw food plus 
the cost of preparation should be 
considered. Included in the prep- 
aration cost should be the salaries 
of the kitchen and dining room 
employees; a fixed monthly charge 
for replacement of dishes, silver- 
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... Surgical operating tables and 
affiliated equipment 


The AMERICAN—1075 OPERATING TABLE 


The optimum in accommodation of the different 
surgical specialties with simplicity of control. Per- 
mits positioning of patient in infinite number of 
_ surgical postures while safely immobilized under 
anesthetic . . . in such convenient relation to oper- 
ating surgeon that he may work comfortably and 
without undue fatigue in both sitting and stand- 
ing positions. 


AMERICAN —SERIES 1060 OPERATING TABLES 


Pedestal type tables of superior design and pre- 
cision workmanship. Offering desired flexibility 
and simplicity of operation, their rugged construc- 
tion reduces service requirements to a negligible 
minimum. 


AMERICAN “Albee-Comper” ORTHOPEDIC 
and FRACTURE TABLE 


Designed for open and closed fracture and ortho- 
pedic operations. Fully maneuverable with Floor- 
lock and Trendelenberg « Mechanically operated 
Lateral Tilt « Hydraulic height-control « Adjust- 
able Table-tops for easy application of plaster 
casts e Overhead Frame, mounted on mechanical- 
ly controlled hoist for Davis hyper-extension, Sayre 
suspension e Unprecedented x-ray approach. 








AMBRICAN “Hawley” FRACTURE TABLE 
AMERICAN “MacEachern” OBSTETRICAL TABLE 
AMERICAN OBSTETRICAL BED, #1213 

AUTOPAN BED 

BARTHOLMEW LABOR BED 

BARTHOLMEW EYE BED 


AMERICAN-COMPER INVALID and 
ORTHOPEDIC WALKER 


CRAIG HEAD REST for UPRIGHT NEUROSURGERY 





Write direct for literature, specifications and 
prices of Equipment under consideration. 

















AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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A detail man gets emergency calls, 
too. Late Sunday night, one of my 
doctors got me out of bed with a 
problem in pertussis — needed some 
Hypertussis* for a desperately sick 
=m I got a pharmacist friend to 
‘open up’ his refrigerator — and an 
hour later that little kid was full of 


concentrated hyperimmune gamma 
globulin antibodies T 

But here’s the punch line! While we 
were sharing a pot of hospital coffee, 
that same doctor did ME a favor—by 
talking about the difficulties of ad- 


ministering multiple 10 cc. doses of 
unconcentrated serum to infants. 


Compared to 10 cc. per injection— 
it’s just simple arithmetic to see how 
Hypertussis 2:5 cc. reduces dosage 
volume 75%... 


10 cc. (unconcentrated serum) = 100% 
24% ce. (Hypertussis globulin) = 25% 


Dosage volume REDUCED IS%Z 





Lapin (writing in the Journal of 
Pediatrics) puts the comparison in 
clinical terms “...administration of a 
10 cc. volume (lyophilized residue of 
20 cc. of human serum resuspended in 
10 cc. of diluent) is painful. Repetition 
of this 10 cc. dose at frequent inter- 
vals becomes a struggle .. .With a 
ten fold concentration, the immune 
bodies of 25cc. hyperimmune pertussis 
serum can be delivered in 2.5 cc. of 
the globulin fraction, in an ordinary 
hypodermic injection.” 


—With 10-fold concentration in a 
2.5 cc. dose Hypertussis* offers “... by 
far the most rational therapeutic 
agent yet used in the treatment of 
whooping cough.” (Silverthorne’s 
statement at the A.M.A. Section on 
Pediatrics, last year) 


The point I’m making these days 
is—When you have a problem in per- 


tussis—rely on 2.5 cc. Hypertussis*, 
the Cutter @peeiisblood fraction for 


whooping cough, 


yuh 


(Cutter Detail Man) 


*Cutter Trade Name for 
Anti-Pertussis Serum (Human) 


Cutter Laboratories + Berkeley 1, Calif. 








ware and other expendible items; 
lights, water and fuel. No charge 
should be made for the space. After 
computing all the items, the price 
of the meal will be cheap compared 
to prices paid at other restaurants 
for comparable meals. 

The menu should be arranged so 
that the employee who wants a 
sandwich and a drink can get it 
without paying the same as the 
employee who wants substantial 
food in large quantities. No deduc- 
tion should be made for food serv- 
ice from the salary check. This 
causes the employee to consider the 
check received after all deductions 
are made as total salary and puts 
the hospital in a less favorable 
light. 

In this policy there is no bounty 
offered to employees. For a greater 
return as a morale builder, the 
money saved can be used to pro- 
vide a quiet, cheerful dining room 
where the meal can be enjoyed 
without the interruption of routine 
duties or the usual run of shop 
talk common in dining rooms. This 
is more of a morale builder than 
the small savings the usual below- 
cost figure generally would be able 
to produce. 

In establishing the policy. for 
pricing meals for employees in 
opening a new hospital, three 
points should be considered: The 
actual cost of the meal, a selective 
menu both in food and prices, and 
a pleasant condition in the dining 
room.—C. J. HOLLINGSWORTH, su- 
perintendent, West Texas Hospital, 
Lubbock. 


CASH OR EQUIVALENT IS 
BEST PAYMENT SYSTEM 


I VIEW WITH CONCERN the policy 
followed by many hospitals which 
allows employees to eat one meal 
on hospital time. Where this is per- 
mitted in a hospital of 200 beds or 
more, waitress service and eating 
shifts and pre-set tables (with sal- 
ads and desserts, and bread and 
butter) might, because of more 
rapid handling and resulting loss 
of time away from work, be eco- 
nomically sound. A disturbing real- 
ization is that a pay cafeteria, with 
selective menus, may be improper- 
ly used by low income and unin- 
formed employees, resulting in 
their meals being unbalanced and 
their productivity and_ general 
health affected. 

In the main, however, I have no 
quarrel with the apparent con- 
sensus in the hospital field that the 
best food service system for em- 


ployees is cafeteria (I’m not forget- 
ting that the cashier is an extra 
employee) and the best payment 
system is cash or its equivalent. 
The best pricing system is cost fig- 
ured on raw cost of food plus 
mark-up covering cost of other 
supplies, depreciation of equip- 
ment, utilities, and personnel ex- 
pense. 

I would want no profit on em- 
ployees’ meals, but would allow for 
a reasonable profit on meals served 
to visitors to the hospital. To pro- 
tect against menu unbalance, the 
dietitian should carry on a promo- 
tional campaign for good eating 
habits and food selection by all 
employees who use the hospital 
dining facilities. 

Good restaurant practice, pretty 
well proved by time, is that about 
46 cents of a customer’s dollar must 
go for the raw cost of food. The 
remainder is for other expenses and 
profit, with the profit item variable 
depending on volume and the effi- 
ciency of management. 

Employee meals priced at more 
than cost might reflect a poor atti- 
tude to employees by management 
and over a period of time, resent- 
ment and/or lack of patronage. 
Priced at less than cost, they may 
turn out to be a buried and gener- 
ally unappreciated perquisite, and 
worst of all, a needless loss.—HAL 
G. PERRIN, superintendent, Bishop 
Carlson Memorial Hospital, Omaha. 


BELOW-COST PRICES 
NOT ESSENTIAL 


TODAY, WHEN EVERYONE from ele- 
mentary school students to presi- 
dents and prime ministers have a 
“Bill of Rights,’ a new hospital just 
opening its doors must have a pol- 
icy to cover such matters as pricing 
meals for employees. 

The philosophy in this matter 
may range from Nisi Dominus 
Frusta (without God we can do 
nothing) to hospitals are big busi- 
ness. We also can begin with the 
dietary miracle and run the gamut 
to economic security. We find that 
in all cases the question—do you 
believe a below-cost price would 
return worthwhile dividends in 
employee morale—touches each of 
them. , 

If the hospital’s wage policy 1s 
below the community average, 
meals at less than cost would be a 
positive move toward elevating 
employee morale. If the hospital 
wage policy is to compete in the 
community labor market, a below- 


(Continued on page 124) 
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Or, you might pipe 
fresh air through a 
separate system 


That's an 
idea too! 


ou can install 4 \\| p) 2s b | see, fresh air 
GE Pe Te WY “ => comes through the 


6-E Personal 
Weather Control wall apertures 


Say, my 
architect 
and engineer 

have lots of 
choice with 
these G-E sys- 


For Air Conditioning tailored 


to YOUR hospital 
.-. Get G-E Personal Weather Control 


Want an air conditioning system that can be expanded 
to meet your hospital’s needs? Then consider General 


Electric Personal Weather Control. ea If you prefer, 


You can air condition one section of your hospital now the fresh air 
... and add others later with this adaptable G-E system. ye aes 
For cooling in summer. . . heating in winter... a simple a ae 
Piping system carries chilled or heated water from a 


central plant system in the basement to a room unit. 


As shown by the diagram above, your architect or 
engineer can choose the installation method best suited 
for your building. You get added cleanliness because all 
air passing through the unit goes through a cleanable, 
metal filter. This filter can be easily slipped out and rein- 
serted without disturbing the cabinet or any other part. 
Get full information from your local General Electric The attractive G-E Personal 
air conditioning specialist. General Electric Company, Air ; 9] Weather Control unit is easily 
Conditioning Department, Section A88510, Bloomfield, N. J. | aektiea Gea _ 


GENERAL @@ ELECTRIC 


Better Air Conditioning 
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Service From" Ffeadquarters 


PUBLICITY CAMPAIGNS 


What are the Association's plans for 
continuing the national student nurse re- 
cruitment campaign in 1949? 

While the Association intends to 
assist with future student nurse re- 
cruitment in every possible way, no 
comprehensive national promotion 
program is being planned. The Na- 
tional Committee on Careers in 
Nursing, 1790 Broadway, New 
York City, will coordinate recruit- 
ment in 1949. 

A supply of materials will be 
available from the Association. In- 
cluded are advertising mats, special 
mailing pieces, posters, the ‘Public 
Relations Guide’”’ and eight supple- 
mentary kits. 

An outline for a comprehensive 
national public relations program 
for hospitals has been proposed by 
the Council on Public Relations. 
The purpose of this campaign 
would be to tell the story of the 
vital importance of the hospital to 
individuals and the community. 

Details of the program were sent 
to institutional members and to 
Blue Cross plans early last month. 
A postcard questionnaire was in- 
cluded with the outline to deter- 
mine if there was sufficient inter- 
est among hospitals to justify un- 
dertaking this major Association 
project. A report of survey results 
and further action in the campaign 
will be published in HOSPITALS in 
the near future.—C. J. FOLEY. 


RADIOACTIVE MATERIAL 


What procedures should be followed to 
obtain radioactive materials for hospital 
use in diagnosis and treatment? 

According to the Atomic Energy 
Commission, radioactive materials 
are available to institutions which 
are properly qualified to handle 
them. 

Information can be obtained by 
writing to Dr. Paul C. Aebersold. 
director of the Radioisotope Dis- 
tribution Branch, Oak Ridge, Tenn. 
A catalogue outlining. materials 
available and necessary qualifica- 
tions of recipients will be sent on 
request.—ALBERT V. WHITEHALL. 


TRAY RESPONSIBILITY 


How should the responsibility for deliver- 
ing trays to patients be allocated? 


An administrative policy must be 
established to clarify the solution 
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of this problem. Steps necessary to 
improve tray delivery service are: 
Good interdepartmental relations, 
cooperation of the medical staff, 
provision for adequate help in the 
department where the responsibil- 
ity is placed, and a definite agree- 
ment between the nursing and die- 
tary departments for the time of 
tray service. 

Hospitals which have complete 
dietary control for the service of 
trays believe it to be a means of 
developing good relations between 
the patients and the department.— 
MARGARET GILLAM. 


STANDARD NOMENCLATURE 


This board controls a group of base hos- 
pitals at Inverness and more than 20 peri- 
pheral hospitals scattered all over the north 
of Scotland. The problem of keeping records 
and the interchange of records between the 
hospitals is difficult. Is there any material 
available on how to set up some kind of 
system? 

Two books probably would be 
helpful. One of them was written 
by the staff of the Library of the 
American Hospital Association in 
collaboration with Mrs. Adeline C. 
Hayden, former executive secre- 
tary of the American Association of 
Medical Record Librarians. The 
book, ‘Medical Record Adminis- 
tration,’ may be purchased from 
the Association, 18 E. Division 
Street, Chicago 10, for $2.50. 

A new edition of the book, 
“Manual for Medical Record Li- 
brarians,” by Edna K. Huffman of 
the librarians’ association, will be 
off the press soon. It may be pur- 
chased from the Physicians’ Rec- 
ord Company, 161 W. Harrison 
Street, Chicago 5. 

The importance of using the 
“Standard Nomenclature of Dis- 
eases and Operations’’ for index- 
ing of all patient records cannot 
be overemphasized. Use of the no- 
menclature is explained in a collec- 
tion of material available on loan 
from the Association library.— 
HELEN V. PRUuITT. 


NURSES' NOTES 


Is there any information available about 
hospitals which have eliminated or simplified 
the use of nurses’ notes on the patient's 
chart? 

No procedure governing elimina- 
tion or simplification of such notes 
has been formulated by the Asso- 
ciation. 






The importance of quality rather 
than quantity of notations by 
nurses cannot be overemphasized. 
Hospitals are dependent on nurses’ 
notes for accurate recording of ad- 
mission and discharge dates. Mis- 
takes, misspellings and incomplete 
tabulation of therapy have proved 
to be costly to the hospital and 
often are a disservice to the patient. 

Nursing supervisors, with the 
approval of the professional staff, 
have devised outlines for reduced 
content of nurses’ notes. These in- 
clude items which should be incor- 
porated, and defer those which can 
be eliminated as nonessential. Dis- 
continuation of nurses’ notes dur- 
ing convalescence is a frequent 
practice. 

In hospitals with schools of nurs- 
ing, the preparation of nurses’ 
notes is a teaching exercise and is 
supervised carefully.—DrR. CHARLES 
T. DOLEZAL. 


TUBERCULOSIS COSTS 


Has the daily cost of treatment of tuber- 
culosis in state sanatoriums been deter- 
mined? 

Figures on the daily cost for pa- 
tients in state tuberculosis sana- 
toriums are not separated from 
city, county and privately operated 
institutions. Per diem cost infor- 
mation for all types of tuberculosis 
hospitals may be found in the sta- 
tistical section of the 1948 Ameri- 
can Hospital Directory. 

Data from 11 states, showing the 
wide range in these amounts are 
tabulated below: 


Number of Total Expen- 


Reporting Number diture per 
State Hospitals of Beds Patient Day 
Calif. 26 4,106 $ 5.88 
Colo. 13 1,114 10.60 
Conn. 7 1,630 6.64 
Til. 31 4,185 5.69 
Ind. ey 1,579 4.58 
Mass. 21 3,045 7.61 
Mich. 23 4,711 6.35 
IN, 1. 15 3,841 5.45 
iN, Y. 48 9,673 6.22 
Ohio 21 3,078 6.17 
Pa. 16 4,993 4.62 


Data reported by the hospitals 
were for 1947.—MAuRICE J. NORBY. 


CAN SPOILAGE 


Should a hospital expect a guarantee 
against swells or blown cans when purchas- 
ing canned fruit or vegetables? 

There are no regulations or spe- 
cifications governing a guarantee. 
It is usual trade practice, however, 
for the canner or distributor to re- 
place cans which have blown with- 
in a reasonable length of time if 
they are stored under reasonable 
conditions and are not part of an 
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TEL-O-SEAL CONTAINERS 
For I.V. solutions. Permits rou- 
tine sterility check during stor- 
age period. Available in 350, 
500, 1000, 1500 and 2000 ml. 


sizes. 


POUR-O0-VAC CONTAINERS 
For sterile water and saline 
technics. Available in 350, 500, 


1000, 1500, 2000 and 3000 ml. 


sizes. 


AMP-0-VAC— 


are equipped to assist 
you in the selection, in- 
stallation and operation 
of equipment best adapt- 
ed to meet the volume 
requirements of your hos- 
pital. 
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In spite of the current spiral of inflationary costs, 
your skill plus Fenwal Equipment and Technics can 
effect drastic reductions in the cost of intravenous 
solutions for your hospital. 





FENWAL ASSURES SAFETY, 
ACCURACY AND CONVENIENCE 


Standardized equipment and technics which cover 
every phase of I.V. therapy; sterile water procedure; 
preparation of antibiotics in solution. 


Specially designed Pyrex Brand glass containers 
from 75 ml. to 3000 ml. Six practical sizes that accom- 
modate interchangeable hermetic seals. 


3 .Reusable vacuum closures. 


Automatic washing and filling equipment and acces- 
sory apparatus. 


A background of 10 years of satisfactory operation 
in many leading hospitals throughout the world. 


FENWAL offers to hospital pharmacists, by virtue 
of their scientific training, experience and position, 
the means of effecting substantial and immediate 
economies for affiliated hospitals .. . and in addition 
... the opportunity to enhance the prestige of their 
pharmacy services. 








Heavauarters FOR SCIENTIFIC 





GLASS BLOWING, LABORATORY 
AND CLINICAL RESEARCH AP- 


e 7 0 i 
Fenwal representatives The Reusable Ampule ; PARATUS, REAGENT CHEMICALS 


Reduces the waste of novocaine 
and similar medications by per- 


mitting periodic withdrawals as ORDER TODAY or write today 
required without exposing bal- for further information 
ance of contents to air. Con- 4 


tainer and hermetic closure 3 M ACALASTER 8 I CKN E LL 


may be repeatedly sterilized. 


Available in 75 ml. size only. 4 C 0 M P A N ¥ : 





43 Broadway Cambridge 39, Massachusetts | 


x 
a a ak i i 
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old pack. Dealers frequently will 
guarantee against one-forth of one 
per cent swells for the period of 
the current pack year.—LEONARD 
P. Goupy. 


CHIROPODISTS 

What is the Association policy on ex- 
tending hospital, clinic and surgical privi- 
leges to chiropodists? 

The American Hospital Associa- 
tion does not exercise authority in 
the appointment of medical men to 
hospital staffs. For this reason it 
undertakes no official position 


about other professional appoint- 
ments in hospitals. 

The Association’s ““Model Consti- 
tution and By-Laws,” with rules 
and regulations for the profession- 
al staff, defines the appointment of 
this staff as the responsibility of 
the individual hospital’s govern- 
ing board. 

A number of hospitals offer 
privileges to chiropodists to assist 
in the care of patients in outpatient 
clinics in consultation with the at- 
tending medical staff. Such ap- 
pointees usually are without pro- 





3-in-1 DELIVERY 


Costs You Less! 


WEST'S 
LUSTRE-CLEAN 


TRIPLE-PURPOSE FLOOR CLEANER 
CLEANS - DEODORIZES + LIGHTLY WAXES 


Maintenance men in leading hospitals agree that no floor cleaner 
delivers better or more economical all-around performance for 
your money than Lustre-Clean. In one quick, easy operation Lustre- 
Clean simultaneously cleans, lightly waxes, and deodorizes floors 
in corridors, wards, offices and operating rooms. Also, it protects 
against slipping — keeps the floor-surface looking better longer — 


all without polishing or rubbing. 


Lustre-Clean makes all dirt and grime disappear to be replaced 
by a fresh, glossy wax finish which brings up the natural beauty 
of your floors. Hard-to-remove footprints vanish like magic. If 
you'd like further information on this safe, effective, money-saving 
floor cleaner, contact one of West's large nationwide staff of 
trained sanitation specialists at once. 


PRODUCTS THAT PROMOTE SANITATION 


WES DISINFECTING 
any Long Island City 1, N.Y. 


CLEANSING DISINFECTANTS - 
PAPER TOWELS 


» AUTOMATIC DEODORIZING APPLIANCES - 


42-16 West Street 


INSECTICIDES - KOTEX VENDING MACHINES 


LIQUID SOAPS 





fessional staff status. In some cases 
chiropodists are making valuable 
contributions to the care of pa- 
tients in diabetic, orthopedic and 
pediatric clinics—Dr. CHARLES T. 
DOLEZAL. 


MEMBERSHIP 


What is the membership of the American 
Hospital Association and what percentage 
of the total number of civilian general hos- 
pital beds in the United States does that 
membership represent? 

The Association has two types of 
membership. On August 1, 1948, 
institutional members (hospitals, 
clinics and sanatoriums) numbered 
4,047. Personal members (those 
individuals who elect to participate 
in Association affairs formally 
through payment of a nominal 
membership fee) numbered 3,194 
on that date. 

Approximately 87 per cent of all 
civilian general hospital beds are 
maintained by the Association’s 
institutional members. — MAURICE 
J. NORBY. 


CLINICAL CHIEFS 


Is any material available on appointment 
of fulltime directors or chiefs of clinical 
services? 

No statistics on the number of 
hospitals employing fulltime chiefs 
of services have been accumulated 
by the Association. A pamphlet, 
“Organization of the Medical Staff 
of the Hospital,’ contains a de- 
tailed discussion of the advisability 
and requirements for chiefs of clin- 
ical services. The pamphlet may be 
borrowed from the Association li- 
brary. 

The majority of hospitals having 
200 or more beds appoint chiefs of 
the various clinic services. This 
procedure is vital to good staff or- 
ganization and function. Relatively 
few hospitals compensate their 
clinical chiefs, as the appointment 
is a matter of prestige rather than 
financial consideration. Fulltime 
chiefs in teaching hospitals usually 
receive a salary. 

In recent years there has been a 
tendency to feel that the chief of 
a clinical service does not neces- 
sarily have to be board accredited 
in his particular specialty, al- 
though accreditation is desirable 
and is a mark of a physician’s abil- 
ity and professional prowess. Many 
hospital administrators, as well as 
the American College of Surgeons, 
believe that the physician for this 
type of appointment should be 
chosen on the basis of personal 
competence and leadership.—DR. 
CHARLES T. DOLEZAL. 
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- The Very Human Side of 
Hospital Personnel 


HEN ALL IS SAID and done, per- 
OF exaa management is an un- 
derstanding of human beings at 
work. As such, it is a science. In- 
dustry was the first to recognize 
the newest science and belatedly it 
has been accepted in the hospital 
field. 

In theory there is no great dif- 
ference between the operation of a 
hospital and any other service or- 
ganization. Yet hospitals, in prac- 
tice, differ greatly from industry 
and business. The hospital is a 
heterogeneous group of depart- 
ments made more complex by the 
professional body — the medical 
staff — operating under its own 
system of authority. 

In hospitals “nationalism” op- 
erates at a rather high pitch. There 
seem to be few “internationalists.”’ 
Supervisors think only in terms of 
their own departments. This de- 
partmental thinking, to some de- 
gree, is desirable, but the super- 
visor must realize that the hospital 
is the “unit” and that his depart- 
ment is merely a functional divi- 
sion of that unit. 

Exaggerated departmentalism 
often results in especially auto- 
cratic departmental heads, multi- 
pic policies, a host of inductive sys- 
tems and variety training, all with 

1cir consequent evils. Thus there 
is a fertile field for good personnel 

dministration in hospitals. 

*aced with increasing employee 

iNiculties, some hospitals have 
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SISTER MARY BENIGNUS 
LEAHY, R.S.M. 


ADMINISTRATOR, MERCY HOSPITAL 
HAMILTON, OHIO 


brought in a personnel manager to 
“solve” these problems. It is simply 
a delusion to expect immediate 
success. To think that notable re- 
sults will come only after some 
years of effort is indeed a healthy 
sort of pessimism. 

Personnel management is a 
time-consuming process because it 
involves both a careful investiga- 
tion of previous circumstances and 
problems and a study of human 
motivations. These factors must be 
considered when establishing poli- 
cies, selecting and inducting em- 
ployees and building up a spirit of 
cooperation and harmony. 


Investigation 


When dealing with individuals it 
is not only good policy but an ac- 
tual necessity to investigate pre- 
vious circumstances and involved 
problems. The following example 
shows why: 


Example I: A competent male 
nurse, James Smith*, resigned. He 
simply told his superior that he was 
no longer interested in that type 
of work. Such an excuse hardly 
seemed credible in view of his rec- 
ord. Questions elicited no other 
clues. When he returned for his 
final check, the personnel director 
questioned him again. 


*While the situations are actual, all 
names in these examples are fictitious. 


“TI just decided that I would like 
a change. No, I haven’t another 
job.” 

He seemed unhappy and dis- 
tressed by his decision. His em- 
ployment record showed some ab- 
senteeism due to manifest marital 
difficulties. The personnel director 
had met the man’s wife, so she 
now decided to call on her. 

Mrs. Smith admitted that she 
had demanded her husband to re- 
sign; in fact, she had threatened 
to leave him if he did not. Further 
questioning revealed that her 
jealousy had been spurred on by 
pictures her husband had taken of 
himself and the nurses at various 
times. Photography was a great 
hobby of his. 

The personnel director invited 
Mrs. Smith to visit the hospital. 
She showed her the male wards 
and pointed out the dignity and 
importance of the work which her 
husband had been doing. Then they 
reviewed his previous irregular, 
unstable employment record and 
compared it with his satisfactory 
record since coming to the hospi- 
tal, pointing out that he must have 
special aptitude and liking for this 
type of work. 

Mrs. Smith also met some of the 
nurses and saw that their friend- 
liness and group spirit on the wards 
was a kind of team camaraderie 
without special personal signifi- 
cance. Mrs. Smith’s attitude chang- 
ed and she withdrew her objec- 
tions. James Smith returned to 
work, a satisfied and efficient em- 
ployee. 

Many individual findings such 
as this may give the personnel in- 
vestigator new ideas about the 


worker and his complaints. Inter- 
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pretation of the employees’ com- 
plaints frequently calls for a study 
of all the major areas that make 
up a person’s life situation. These 
are explored, not in a simple cause 
and effect analysis, but as a net- 
work in interrelated factors that 
together form the basis for per- 
sonal equilibrium or a lack of this 
vital factor. 


Direction 


The services of a sympathetic 
personnel director are frequently 
a boon to both the individual and 
the hospital. Young people, for ex- 
ample, are not. always capable of 
establishing themselves in the pro- 
fessions for which they are adapted 
or in the jobs they are capable of 
handling. 


Example II: Ann Marie Hill 
hired as a nurses’ aide during the 
war, worked but a few days. She 
returned one year later with an un- 
stable work record as soda foun- 
tain girl and waitress. She said she 
would be happy only in office work. 

Her background did not seem 
to justify hiring her in this ca- 
pacity, but her appearance, man- 
ner, sincerity and apparent intel- 
ligence, as well as the fact that her 
personal life seemed to indicate 
that she would. be forced to work 
for many years and would not be 
marrying, made us decide to take 
a chance. The girl adjusted beau- 
tifully. She enrolled in a business 
school in her off time and has be- 
come a valuable, stable employee. 


The value of study of human mo- 
tivation and the scientific handling 
of specific personnel problems can- 
not be exaggerated. If hospital em- 
ployees are skillfully directed as 
both individuals and group mem- 
bers, the improvement in patient 
care will be noteworthy. 


Supervision 


There always is danger that 
some will believe a personnel de- 
partment will guarantee good per- 
sonnel relations. It must. be 
realized, therefore, that the per- 
sonnel relations of the hospital 
emanate from the office of the ad- 
ministrator through each super- 
visor. 

The hospital’s chief executive 
should be the dynamo, the one 
whose energy and spirit of prog- 
ress keep things moving. He assists 
every member, becomes the invig- 
orating spirit in every department. 
The personnel approach, which 
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the administrator advances, is not 
a separate system but rather an 
integral part of all facets of man- 
agement. Its aim is to get good re- 
sults by developing the potential- 
ity of each employee. It recognizes 
that the human factor is part of the 
whole in production. 


Example III: Bill Kelly, a li- 
censed engineer, was thoroughly 
prepared to undertake the super- 
vision of the hospital’s plant-heat- 
ing system. But technical skill 
could not eliminate other defects. 
Complaints came regularly from 
Mr. Kelly’s subordinates. Various 
individuals and groups failed to 
continue under his direction. Final- 
ly his subordinates requested Mr. 
Kelly’s removal. 

Upon investigation it was learned 
that Mr. Kelly had never succeeded 
in being congenial with his fellow 
workers or those working under 
him. Yet the man was efficient. 
The personnel director had the 
happy thought of requesting Mr. 
Kelly to consider the idea of be- 
coming general maintenance man- 
ager. The response was positive 
and the results have been most 
gratifying. 


Policy Making 

Theoretically, the hospital ad- 
ministrator, convinced of the per- 
sonnel approach, surveys his in- 
stitution and sweeps the horizon 
clear of the old autocratic type of 
frustrated supervisor, the egoma- 
niac who dismisses employees and 
demands that they not be reem- 
ployed, and the wishful thinker 
who assumes that training will be 
breathed in from the atmosphere. 

In practice, the administrator 
studies what he has and, step by 
step, tries to build a structure of 
sound practice covering the in- 
stitution. 

Policies based on sound, fair, 
workable principles must be the 
basis of employee relations. These 
policies are the administration’s 
philosophy of relations with the 
hospital family. The entire organi- 
zation must accept and follow 
them. Supervisors working unde: 
the administrator must see that 
every employee is secure under 
these principles. 

Getting complete cooperation is 
not always a simple job; consider- 
able tact often is required. This 
is especially true in the medical 
records department. The follow- 
ing incident shows how essential 
tact is. It also shows the importance 





of selecting the proper person a; 
head of this department. 


Example IV: The record li- 
brarian was distressed. She fel 
that it was impossible to maintai: 
medical record standards becaus«: 
of, the doctors’ failure to complet: 
records. She repeatedly appeale | 
to them but it availed little. Finall 
she appealed to the administrator 
to start a practice of suspending 
staff privileges to doctors whose 
records were not completed by the 
tenth of the month. She knew that 
this was the practice in a neighbor- 
ing hospital so she urged the adop- 
tion of such procedure as a solu- 
tion to her own problem. 

The administrator explained that 
such a penalty would merely em- 


. bitter the doctors, and there was 


doubt about the effectiveness of 
such action. Instead, the adminis- 
trator advised the record librarian 
to list the names of the doctors in 
question and file their records. It 
was suggested that she then plan 
some strategy — a message, mail 
or some other pretext — which 
would require the doctors to visit 
the record department. While 
there, the doctor was extended 
courtesy to such a degree that he 
was willing to comply with any 
request—even to the completing of 
records. 

The record librarian usually got 
results from such a casual remark 
as, ‘This is an insurance case and 
the patient needs money, but he is 
unable to obtain it until his chart 
is signed.” The doctor usually com- 
plied and often completed his other 
records also. 


Leadership Training 


A gain in understanding by the 
supervisor will lead to further un- 
derstanding of policy implications. 
Administrators must not neglect 
any opportunity to secure a valu- 
able ally to help promote an in- 
stitution-wide, united selling front 
for his employee policies. 

The conference leadership meth- 
od* is a valuable tool for selling 
ideas. This will pool the insight 
achieved by persons in different 
jobs. The method requires periodic 
meetings of ‘supervisors for the 
purpose of constructive discussion 
of plans, policies and problems. 
The meetings will serve their pur- 
pose if they do not degenerate in- 
to complaining sessions. 

The thinking developed in these 
meetings will be pyramided be- 
cause it will be taken back to the 


nal ‘Foremanship | Training and the Con- 
ference Method.” W. H. Paine. Reprinted 
from the December 1946 and January, 
February, March and April 1947 issues of 
Industrial Arts and Vocational Education 






HOSPITALS 








departments where another cycle 
of conferences can be started. 

It is a sad fact that supervisors 
and workers do not always under- 
stand the purposes that underlie 
institutional policies. Since it is es- 
sential that all supervisors compre- 
hend the aim of these policies, they 
need the help of a personnel ad- 
ministrator who understands 
unique human situations and the 
principles that are the basis of 
management’s policies. This clarifi- 
cation will unify down the line. 


Selection and Orientation 


Few administrators will admit 
that they do not use the best possi- 
ble judgment in selecting employ- 
ees. The use of proved objective 
tests may be fairest to the appli- 
cant and the institution. An organ- 
ization is entitled to the services of 
individuals. whose interests and 
capacities are well suited to the 
available opportunities. 

Management’s next task is to 
make every employee as effective 


as possible in his work unit. To 


achieve this, it is often wise to con- 
sider the particular interest of the 
individual. But the following inci- 
dent shows that this is not always 
an infallible guide: 


Example V: Before the war 
Harry Evans was a salesman. After 
the war it developed that he had 
other ambitions. He became an on- 
the-job trainee for the position of 
stationary engineer — after voca- 
tional advisement. He was dis- 
missed from this assignment after 
it became apparent he lacked apti- 
tude. Later he was rehired as an 
orderly trainee. Though it did not 
seem possible, he became a happy, 
well adjusted and excellent em- 
ployee. 


Once the applicant is accepted, 
caution is necessary so as to avoid 
possible maladjustment. Sometimes 
this may mean a change in the new 
worker’s job. 


Example VI: Jerry Brown was 
getting on-the-job training as a 
male nurse. During probation he 
Was assigned to a month’s routine 
training in the x-ray department. 

Because of his intense interest 
anc apparent efficiency here, his 
education record was checked. It 
wes found that the prerequisites 
were adequate and that the two 
years of G.I. training still due him 
wculd provide sufficient time for 
him to complete his course in that 
fie'’. Mr. Brown was happy to 
treisfer. He has made consider- 
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able progress in his new assign- 


. ment. 


The full importance of health 
orientation is not generally real- 
ized. Yet it is as important as any 
other personnel relations factor 
for new and old employees alike. 
The employee who has been trans- 
ferred to a new job has to make 
adjustments to a new work group 
and possibly to new working con- 
ditions. 


Example VII: Mary Jones was 
hired as a receptionist aide. She 
was attractive and personable. In 
fact, her charming manner and in- 
telligence persuaded us to hire her. 
But she was a complete failure on 
the job. She was absent frequently 
and was curt with visitors and in- 
quiring employees. : 

Finally she called and said that 
she would not be in any more. We 
asked her to come in for an inter- 
view. 

Investigation proved that the 
girl suffered from high blood pres- 
sure and that when placed under 
strain she became extremely ner- 
vous and ill. We rehired her for 
the record room where she is doing 
extremely well on a quiet job with 
great responsibility. 

Many workers do not have a 
practical insight into their own 
productive capabilities. It then be- 
comes management’s responsibility 
to see that they are placed where 
their aptitudes will produce the 
greatest efficiency. This helpful at- 
titude and service often pay off 
most where least expected. 


Example VIII: A divorce had 
left Margaret Smith bereft of a liv- 
ing income. She was forced to make 
a living with no other experience 
than that of housekeeper during 
her 20 years of married life. 

Mrs. Smith asked for and ac- 
cepted any kind of work. But her 
willing spirit was not supported by 
physical strength. She was a fail- 
ure in every assignment and her 
case seemed hopeless. 

Just by chance the personnel di- 
rector discovered that before mar- 
riage the woman had received a 
college education. There was an 
opening for an information clerk 
at the time. The director saw no 
reason why Mrs. Smith could not 
attempt this opportunity. The of- 
fer was accepted gladly and a sta- 
ble, efficient service has been the 
result. 

These are but examples to em- 


phasize the meaning of manage- 
ment and personnel administra- 
tion. But the administrator does 
not act alone in this task. Best re- 
sults come when the administrator 


has the cooperation of others in the 
organization. If subordinates are 
opposed or indifferent to the hos- 
pital’s progress, all the technical 
competence in the world will not 
suffice. 


The wise personnel director will 
go a step further. He will seek to 
develop harmony among the work- 
ers themselve. The following inci- 
dent shows how this once was 
done: 


Example IX: There was con- 
stant friction between the serving 
kitchen and main kitchen employ- 
ees. Jane Joyce was a proficient 
floor kitchen maid in this hospital. 
It was decided to advance her to 
the post of supervisor of all floor 
kitchen maids. Her task was to 
solve the existing problems of fric- 
tion. Miss Joyce handled the. situa- 
tion with tact and served as a sort 
of buffer between the floor maids 
and the workers in the main 
kitchen. This created the desired 
harmony. 


The satisfaction of experiencing 
a certain amount of civic pride 
sometimes is the only compensa- 
tion to be had in attempting some 
adjustments. When trying to de- 
velop. the potentialities of young 
workers, the results may be to the 
benefit of the worker rather than 
the hospital. 


Example X: Young Dave King 
evidently came from a very poor 
home. He came to the hospital in 
the hope that he could secure odd 
jobs until he was old enough to 
get a position in the business world. 
He was given every assistance and 


.consideration and did quite well in 


his assigned tasks. 


But just as he reached the point 
where he could assume responsi- 
bility, his interest shifted. At 18 
years of age he established a home 
for his young bride and took work 
in a factory where he felt he could 
make more money to support the 
little family. 

The 10 examples that have been 
cited serve to stress the importance 
of sound, just and workable princi- 
ples. The great need is to get the 
whole hospital family to plan, to 
teach and to build. 


Success sometimes may be slow 
and belated, but where a true hier- 
archy of values exists, there is suc- 
cess. The final objective is a spirit 
of sympathetic understanding and 
mutual cooperation throughout the 
organization. The administrator 
will assist, encourage, invigorate 
and vitalize this spirit. 
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All Questions Answered 


T IS DOUBTFUL whether any hos- 

pital has fully capitalized on 
the benefits that can be derived 
from having an all-inclusive infor- 
mation booklet for patients. 

If these pamphlets do not con- 
tain practically all of the suggested 
elements (see facing page), hos- 
pitals are missing a good oppor- 
tunity to welcome, orient and en- 
lighten their patients. 

One hospital may admit 30 pa- 
tients a day. Probably 60 per cent 
of them have not been patients 
there before. That means at least 
18 people are going to ask the same 
questions at once or as soon as they 
are well enough to talk. By the end 
of each calendar year, the em- 
ployees of that hospital will have 
answered the same questions from 
patients 7,000 times—and, quite 
likely, another 7,000 times for vis- 
itors. 

When hospitals realize that day 
after day the targets for these rep- 
etitious inquiries are the same em- 
ployees, it is easily seen that it can 
be not only an annoyance but also 
a waste of valuable employee time. 

True, most hospitals have some 
sort of booklet, but about the only 
elements they all have in common 
are inclusion of visiting regula- 
tions and instructions on the care 
of valuables. What conscious or 
non-moribund patient does not be- 
gin almost immediately to wonder 
about how and when he will re- 
ceive mail? About how to get in 
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touch with the nurse? About toilet 
facilities? About the various hos- 
pital workers who enter his room? 
About whether his children may 
visit him? 

It is worth remembering that 
most patients feel like strangers in 
a hospital. And they have the curi- 
osity of a stranger. Adding to that 
the restlessness of a mind divorced 
from its usual interests, the sum 
effect is a lot of questions. 

By eliminating the demands of 
endless questioning, a limited hos- 
pital staff is able to get the most 
out of its time. And by banishing 
these unnecessary doubts and wor- 
ries from a patient’s mind, a hos- 
pital gets healthier and happier 
patients. A complete patient book- 
let is one of the best tools to gain 
these ends. In the process it in- 
creases the patient’s appreciation 
of the hospital. 

There are about 50 matters 
which need to be included if hos- 
pitals are to put their whole story 
into a booklet. I have categorically 
divided these into three groups: 
Those elements that are essential 
to a good booklet, those that should 
be in a good booklet and those that 
give it the finishing touches. 

Color and art work will add 
much to the pamphlet, but the 
complete coverage of these ele- 
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ments is of much greater impor- 
tance. Booklets printed in colo 
with line drawings and a complete 
text will cost between 10 and 15 
cents apiece. Yet when economies 
are necessary, the much less ex- 
pensive duplicating processes can 
serve the purpose. It is the content 
that counts. 

An informal, chatty presentation 
of the subject matter also will en- 
hance the booklet’s appeal. 

It will be noticed that some of 
the information (such as_ what 
items to bring) covers matters that 
the patient should know before 
coming to the hospital and, there- 
fore, before reading the booklet. 
It has been our procedure to give 
each attending physician a copy of 
our booklet, asking him to keep 
one in his office for the informa- 
tion of those patients he decides to 
hospitalize. This procedure has 
worked effectively, but some ad- 
ministrators may wish to include 
only those matters that will con- 
cern the patient after admission. 

To the administrator who feels 
that many of the elements on the 
checklist are unnecessary, it is 
suggested that he poll his nurses 
and admitting personnel for their 
opinions. I am sure he will be sur- 
prised at the unanimity of their 
belief that practically all of these 
matters should be included in the 
interests of economy of personnel 
and material—and for the welfare 
of patients. 
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ELEMENTS OF A GOOD PATIENT BOOKLET 


These Are Essential— 


latroduction or administrator's message: Basically, to 
further the personalization of service; to explain 
the booklet; solicit suggestions; extend a welcome 
and assure wholehearted effort by employees. 
Admission information: Admission hours; special time 
for major or minor surgery; proper notification if 
admission must be cancelled; which entrance to be 
used; presentation of insurance cards. 

Instructions to patients: Articles to be brought; why 
jewelry interferes with nursing care. 

Care of valuables; How, where, when and what 
should be deposited; hospitals’ responsibility. 
Radios: Whether patient can bring his own, rent 
from hospital, or use built-in system; statement of 
hospital’s right to restrict use when necessary. 
Special nurses: Procedure to employ and reimburse. 
Visiting hours: Allotted hours; statement of maxi- 
mum visitors for each patient; procedure to obtain 
visitor’s pass; which entrance to use. 

Message to visitors: Reasons why hour and maxi- 
mum visitor limitations are set; solicit cooperation 
for brief and quiet visits; no visitors in surgery. 
Children: Conditions under which children may visit 
and explanation of reasons for the age restrictions. 
Clergymen: How and when to obtain their services. 
Operation permit: Who must sign for a minor or a 
patient unable to sign. 

Discharge: Time of, and penalty for leaving after 
discharge hour. 

Financial arrangements: When bills are payable (ad- 


vance, weekly, on discharge); no charge for last 
day; cashier’s office hours; types of credit help 
available. 

Insurance: What is and is not paid for by Blue 
Cross; procedure to follow when other hospital in- 
surance is carried; instructions for filling out insur- 
ance papers. 

Discounts: Explanation of any routine cash or ter- 
minal discounts. 

Sales Tax: List of tax payments required by state 
law and items on which there is a tax. 

Blood donations: Blood bank; replacement proce- 
dures and charges; if donors are necessary, how 
are they to be paid. 

Cafeteria: Where, when open, available to whom. 
News stand and candy shop: Where, when open, how 
patients can obtain items. 

Library: Description of service; name of auxiliary 
group that operates it. 

Barber shop: How patients may obtain barber and 
beauty shop service. 

Birth certificates: When newborn’s name should be 
known; procedure for obtaining certificate. 
Smoking: Where prohibited or where allowed. 
House staff: Brief description of who serves patients 
(residents, interns, nurses’ aides, laboratory techni- 
cians); staff relationship. 

Gratuities: Hospital policy on tipping and gifts. 
Criticisms and suggestions: A request for suggestions 
if not included in the administrator’s message. 


These Should Be in— 


Rate schedule: A list of room accommodations, tell- 
ing what is and what is not included in rate; if 
space permits, a listing of other common charges. 
Rate information should be listed on a separate 
sheet which can be inserted to show changes. 
Length of stay: An explanation of the need for early 
discharge; an estimate of length of usual stay for 
maternity patients. 

Hospital costs: An explanation of how the hospital 
dollar is spent and why costs have increased. 
Volunteers: Naming them and their achievements. 
Overnight visitors: Facilities available and under 
what conditions they may be used. 

Food brought by visitors: Restrictions. 

Taxi service: How it may be procured. 


These Give It the 


History of hospital: Briefiy. 
Research done at hospital: Or other accomplishments. 


Accreditations: List of approvals, accreditations, 
memberships in professional organizations. 
Accommodations: Their description. It would be 
preferable to list this information on the rate 
schedule. 

Index: A complete list of subjects described. 
Statistics: Interestingly presented facts telling the 


Notary public: How this assistance can be obtained 
by patients especially if it is offered free). 
Donations: Generous gifts in past; hospital’s need, 
and how they can be made. 

Flowers: When they should be sent; size restrictions; 
need for preservative. 

Telephones: Where they are or can be installed; cost 
per call; how to send telegrams or long distance 
calls; restriction on using nurses’ desk telephone. 
Mail Delivery: Procedure for delivery to rooms; 
what happens when received after discharge. 
Patient's condition reports: How most recent report 
on patient is given to friends telephoning about 
them; restrictions about releasing information on 
diagnosis. 


Finished Touch— 


number of patients treated and other work done 
daily. 

A picture of the hospital 

Hospital Authorities: List of board members, officers 
of auxiliaries and other governing bodies of the 
hospital. This list will require periodic alterations. 
Diary: Place for patient to record dates, names, lists 
of visitors, flowers, letters, gifts and other details. 
Facilities available: Diagnostic and others. 
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HE LOT OF THE hospital admin- 
| sored these days is an uneasy 
one. Sometimes—unintentionally— 
it is made more difficult by the 
medical profession. 

The following are a few causes 
of misunderstanding: 

1. Attempts to cut down costs. 
There is no need to tell why these 
attempts are necessary. 

Doctors may have reason to re- 
sent suggestions of lay people as to 
procedures, but they often resent 
such efforts on the part of medical 
directors of hospitals as well. It is 
strange that this should be so; but 
some doctors are apt to feel that a 
colleague, on entering hospital 
management, loses the doctors’ 
viewpoint. That is not so. It must 
be considered that these men also 
get the business viewpoint so often 
overlooked or not understood by 
doctors generally. 

Where the hospital administra- 
tor is or has been a business man, 
he often is told that he is incapable 
of understanding medical and sur- 
gical procedures and needs. 

These problems can be solved if 
rancor does not enter in. There is 
much need for give and take on 
both sides. There are a great many 
things done in hospitals that are 
costly and some of them are far 
from vital in curing patients. 

Doctors, therefore, should not 
resent suggestions from the admin- 
istration or nurses. If such sugges- 
tions are not workable there are 
reasons which their co-workers 
will understand. 

2. Questions of borderline med- 
ical authority, such as medicine- 
administration and medicine- 
nursing. Many of these are petty. 
Where the superintendent of the 
hospital meets each week with an 
executive committee on the med- 
ical board these minor causes of 
annoyance can be removed before 
they become major difficulties. 
They are not proper subjects for 
full medical board or trustees’ 
consideration. 





A condensation of an article by Mr. 
Hayes in the May 20, 1948, issue of New 
York Medicine, the official publication of 
oe —_— Society of the County of New 

ork. 
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Those Medical Staff Complaints 





Disagreements between the 
doctors and hospitals can be 
resolved if rancor does not 
enter in. How to develop an 
understanding is outlined in 
this review of some common 
causes of misunderstanding. 
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3. Allotment of beds for private 
and semiprivate patients. Many 
hospitals are short in these facili- 
ties. These patients are a source of 
income for doctors. The growth of 
Blue Cross and other voluntary 
insurance plans has done much to 
raise the standards of services 
wanted by the public; and build- 
ing costs have prevented hospitals 
from meeting these demands. 

In this, doctors can do much to 
help themselves by establishing 
rules on length of stay and by 
properly informing their patients 
so that the hospital does not lose 
their good will. 

A fair system of allotment can 
be devised in each hospital by the 
doctors themselves, based on the 
specialty, length of service, staff 
position and other qualifications of 
each staff member. 

4. Overuse of diagnostic facili- 
ties. This can be damaging not only 
to hospitals with inclusive rate 
systems; but it is also costly in 
ward services. True, much of this 
overuse can be called educational, 
but constant thought of the hospi- 
tal deficit on the part of doctors 
could eliminate unnecessary tests 
and procedures. This also: applies 
to the constantly growing use of 
the new expensive drugs. 

Here I might be accused of at- 
tempting to dictate medical opera- 
tion. That is not the case. The 
average medical man or woman 
knows that practically all hospital 
pathologists, ratiologists, and oth- 
er hospital-employed specialists 
continually complain on this score. 





5. Practice of medicine by hos- 
pitals. There is much need for 
clearing air on this subject. It is 
the perennial bone of contention 
among specialty groups and local 
and state hospital associations and 
the American Hospital Association. 

How did this come about? 

When x-ray was introduced it 
was installed first in hospitals. The 
modern complicated anesthesia ma- 
chines cannot easily be transport- 
ed. They replaced the ether-soaked 
cotton one. Surgical histo-pathol- 
ogy must be available in a hospital 
and is a part of the surgical team. 
Physical medicine can and does 
shorten the stay of patients in hos- 
pitals. No one will gainsay that 
these specialties must be practiced 
in hospitals. 

Just because many hospitals 
from the start have paid salaries 
to specialists in these branches and 
charged fees to patients over the 
years, it should not be a continu- 
ous source of bickering. It is, how- 
ever, the only real hospital-medi- 
cine problem in the country today. 


Hospital’s Side 

The hospital viewpoints might 
be stated as follows: 

There is no reason why a hospi- 
tal should give any specialist a 
monopoly on x-ray, laboratory 
work and other services. It is not 
done in surgery, medicine or other 
specialties. 

Surgical histo-pathology is but a 
small proportion of laboratory 
work. Technicians and chemists 
perform the bulk of the examina- 
tions. 

Patients want these charges on 
their hospital bills. Otherwise it 
would be possible for a patient to 
get bills from the hospital, the sur- 
geon, the anesthetist, the medical 
consultant, the radiologist, the pa- 
thologist, the cardiologist, the 
physical therapist—eight or more 
bills—and maybe three from his 
special nurses. Medical anesthesi- 
ologists know the difficulty of col- 
lecting their charges—the only bill 
in addition to that of the hospital 
and the surgeon. 
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It will be conceded generally by 
the men and women in medicine 
that they also prefer not to have 
all others with professional status 
sending bills to their patients. 

In many places the specialists 
have cause for complaint. In others 
they are the reason for envy on 
the part of the other doctors. 
Where there is a scarcity of trained 
specialists, hospitals have had to 
make arrangements whereby these 
departments operate at large losses. 
In general, it can be said that the 
x-ray department is the only spe- 
cialty department that might show 
a surplus; and then only in a large 
hospital with a good private busi- 
ness. 

Exploitation 


Hospitals in years past might 
have been justly accused of ex- 
ploiting student nurses. That is no 
longer true. Today student nurses 
are an expense. Hospitals in the 
past—and in exceptional cases to- 
day—might have exploited some 
of the specialists by paying too low 
salaries for the amount of work 
done and the skill nécessary. These 
exceptions have not made and do 


not make the rule. Where they | 


exist, they should be remedied, 
and any board of trustees worthy 
of the name will remedy them. 

But there are instances where 
specialists also exploit the hospi- 
tals. Many outstanding surgeons 
and others, despite their long hours 
of labor, devotion and skill, today 
cannot equal the net income-of their 
colleagues in radiology, pathology 
or anesthesiology; and this applies 
in many cases where those spe- 
cialists are on salary. 

Specialists can rebut this by say- 
ing that, as salaried workers, they 
have not the opportunities to save 
for their declining years, unless 
they “make hay while the sun 
Shines.” Few hospitals have pen- 
sion systems. The workers in them 
do not even have the pittance 
which social security provides oth- 
ers. But many hospitals have— 
and should have — arrangements 
better than provided by the usual 
pension systems for the care of 
lons time employees. 

There is a fine line of distinc- 
tio). governing what is and what 
is not the practice of medicine. 
There is only a small fraction of 
the needed medical anesthesiolo- 
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400 of this small fraction are board 
approved. What would we do with- 
out nurse anesthetists? Doctors are 
employed on salary by camps, in- 
surance companies, steamships and 
by government itself; and the sal- 
aries they are paid are collected in 
turn by their employers. 

To repeat, the doctors who at- 
tend these patients and the pa- 
tients themselves want it that way. 
But unless mutual fairness pre- 
vails, no arrangement, whether it 
be commission, salary or share of 
the surplus (if any), can succeed. 

The best hospitals in this world 
are those which seem to be oper- 
ated by happy families of people 
who are keenly interested in other 
people. Our first job is to keep the 
members of our family happy. 

Back in 1939 there was pub- 
lished a pamphlet which concerned 
the relationships between hospitals 
and radiologists, pathologists, an- 
esthetists and those who practice 
physical medicine. This told of the 
agreement between the American 
Medical Association and the Amer- 


gists in the country; and less than 





ican Hospital Association on these 
subjects. In each instance the 
conclusions are that these prob- 
lems have different solutions in 
each hospital and should be so 
handled, and that neither should 
exploit the other. These principles 
still apply, and if applied, there 
should not be this continuous agi- 
tation on the part of small groups. 
Life would be so. much pleasanter 
if this administration- medicine 
problem were out of the way. 

Doctors are people who are easy 
to get along with. Their coopera- 
tion with the administrators and 
trustees’ is well known. That is 
why the exceptions are so notice- 
able. Doctors—through their pa- 
tients—are splendid money-getters 
for hospitals. 

And why not. They want good 
workshops, as all skilled workmen 
do. They want harmony in those 
workshops. 

Harmony is due chiefly to un- 
derstanding the other fellow and 
his problems. 

No one today has more problems 
than the hospital administrator. 





ONE FOR THE RECORD 


A Woman Convinced 


““NEVER UNDERESTIMATE THE POWER of a woman” Says a nationally- 
known advertisement. And truer words never were spoken. Recently, in 
the midst of the usual sweat and toil which is the lot of the average 
hospital administrator in his daily struggle with restricted quarters, there 
came a request from a frail female patient. She wanted to be married 





—while a patient. Two days before she 
had been operated upon for acute ap- 
pendicitis. 

She was most insistent. Her wedding 
date had been set, but three days before 
the ceremony came an emergency trip to 
the hospital. Being extremely supersti- 
tious, she refused to put off the date. In 
spite of surgery and anguished cries from 
her parents, she was determined to have 
her way. 


As the. young couple were of the Jewish faith, a rabbi was sent for. 
The ceremony was about to begin when she realized that it also would 
be bad luck to proceed without a best man, and so the superintendent 
was called on to provide suitable talent. At that moment, in walked her 
surgeon on his morning rounds, and he smilingly accepted the honor. He 


is a staunch Roman Catholic. 


It could only happen in a Lutheran Hospital!—Ritz E. HEERMAN, 
superintendent, California Hospital, Los Angeles. 


Any good anecdote is one for the record. Share yours by sending it to. “One for the 
nicord.® editorial department of Hospirats, 18 East Division Street, Chicago 10. 
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Adding Central Oxygen Supply 


These were some precautions taken when outfitting an 






old building with a new piped-in distribution system 


OME OF THE more important fea- 

tures to be desired in a system 

of oxygen administration are: 

Prompt availability of oxygen to 

the patient, ease of administration, 

reliability of operation, safety and 
economy. : 

To assure itself of these and other 
features, the administration of the 
Multnomah Hospital unit of the 
University of Oregon Medical 
School Hospitals and Clinics, in 
April 1947, installed a new central- 
ized system for the distribution and 
administration of oxygen. The oxy- 
gen is delivered in bulk to storage 
tanks. It is then distributed to vari- 
ous wards in the hospital through 
a piping system and administered 
to patients from wall outlets at the 
bedside. 

The value of the system has been 
proved in more than a year of use. 
Hospital administrators now con- 
sidering changes in their oxygen 
system may see a ready application 
for some of the system’s features 
that are not in common use in 
hospitals. 

Oxygen for Multnomah Hospital 
formerly was purchased in indi- 
vidual cylinders of 244 cubic feet 
each. These were taken to the pa- 
tient’s bedside and strapped to the 
bed. The gauge and humidifier 
were then attached by one of the 
hospital engineers. 


From five to 20 minutes elapsed 
between the time that the order 
was placed and the institution of 
therapy. When the cylinders were 
emptied, or medication was discon- 
tinued, the engineering department 
was called again, either to bring a 
new tank or to remove the one in 
use. 


Patients frequently were without 
oxygen while awaiting a new cyl- 
inder. Approximately 296 trips to 
the wards for the service were 
made each month by the engineer- 
ing department. The average time 
involved in each trip was about 20 





Dr. Holman is the medical director and 
administrator, University of Oregon Medi- 
cal School Hospitals and Clinics, and Mr. 
Doeneka the chief engineer at Multnomah 
Hospital. 
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minutes, a total of 92 2/3 man 
hours a month. 

This was a rather expensive 
method of distribution, not only 
from the standpoint of the actual 
time involved, but also because it 
was. difficult for the engineer de- 
tailed to this duty, because of in- 
terruptions, to utilize profitably 
the remainder of his time: If the 
cylinder contained a small amount 
of oxygen when therapy was dis- 
continued, it was not returned for 
another patient. The amount of 
oxygen purchased by the hospital 
and not used for therapy cannot 
be estimated. 


Although we had no serious ac- 
cidents in handling the heavy cyl- 
inders, they are a source of poten- 
tial danger because they may fall if 
they are not fastened securely to 
the beds. 

In planning for an improved 
oxygen distribution system, the 
possibility of purchasing oxygen in 
bulk form and storing it in large 
containers was brought to our at- 
tention. As a result, the present 
system was installed. 


The storage facilities for bulk 





PARTS of double outlet boxes are: (1) Pipe 
from main system, (2) shut-off valve, closed 
position, (3) cap in place on outlet valve, 
(4) wrench attaching humidifier-flowmeter 
to outlet valve, (5) humidifier-flowmeter 
and (6) key which opens the shut-off valve. 









oxygen consist of nine cigar-shape: 
steel cylinders with a total capacit 
of 34,697 cubic feet. To permit eas: 
of maintenance and supervision. 
the cylinders were placed immedi- 
ately outside the hospital engine 
room. They were installed by the 
company supplying the oxygen, re- 
main their property and are main- 
tained without cost to the hospital. 

Liquid oxygen is delivered by 
truck and is converted to gaseous 
form as it is metered into the 
storage tanks, the oxygen has been 
piped to nine outlets on each pa- 
tient ward, averaging 40 patients; 
to labor rooms and to the nursery, 
for a total of 63 outlets in the 270- 
bed hospital. 

Copper tubing totaling 1,693 feet 
was installed, all of the work be- 
ing done by the hospital engineer- 
ing staff. The tubing is 1% inches 
in diameter in the main feeder 
lines, three-fourths inch in the 
branch lines on each ward, and 
one-half inch in the individual 
lines to each outlet box. This tub- 
ing is larger than necessary for 
the number of outlets installed. It 
was used, however, in order to car- 
ry any increased load which might 
be necessary because of future ex- 
pansion. 

A shut-off valve has been in- 
stalled in the branch lines on each 
floor. All tubing was of Type K 
annealed copper with Chase-type 
sweat joint fittings. No iron pipe 
or fittings were used, except as an 
additional outer casing for protec- 
tion of the copper tubing at loca- 
tions where there was danger of 
bumping by trucks or carts. 

When installing the piping, it is 
extremely important that there be 
no oxygen leaks. The entire sys- 
tem, including all valves and 
gauges, must be completely free of 
grease to avoid the danger of ex- 
plosion, and it must be entirely free 
of all foreign matter which in time 
may plug either tubing or control 
valves. In addition, the piping must 
be rigidly supported so that breaks 
will not result from sagging. 

For these reasons, great care was 
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taken to insure proper installation. 
All joints except the valve thread 
were brazed with a special low- 
temperature brazing alloy; screw 
thread connections were made with 
a thin paste of glycerin and lith- 
arge applied to male threads only. 
All tubing and fittings were boiled 
in a vat with a solution of triso- 
dium phosphate for 20 minutes to 
remove all grease, oil, dirt and 
other oxidizable material. They 
were then rinsed inside and out 
with clear hot water. Clean wood- 
en plugs and tin caps were applied 
to the ends of the tubing and fit- 
tings so that no foreign matter 
could get inside from the time they 
were rinsed until they were in- 
stalled. 

All valves used were of the globe 
type. They were taken apart, thor- 
oughly cleaned and the threads 
were scraped with a sharp tool to 
remove all grease and graphite. 
Then they were boiled in the tri- 
sodium phosphate solution, reas- 
sembled and repacked with special 
packing for oxygen. All wrenches, 
tools and fixtures were cleaned to 
make certain that they were free 
from grease before being used. 


The Tests 


Oxygen in the system is main- 
tained under 50 pounds pressure. 
After installation the piping was 
tested under 200 pounds pressure 
and each joint examined for leaks 
by means of grease free soap suds, 
applied with a brush. As a final test, 
the system was charged to 200 
pounds, the supply shut off and left 
standing for 24 hours. 

After testing, and before plac- 
ing the system in operation, each 
outlet valve was opened fully and 
then shut off to remove any scale 
or foreign matter that may have 
been in the lines. As an extra pre- 
caution, an electric alarm sounds 
in the engine room warning of 
either high or low pressure. 

On the wards, 4x14-inch outlet 
boxes were recessed in the hollow 
tile walls at points where two out- 
lets were desired. Boxes, 5x8 
inches, were used for single out- 
lets. They were placed at a height 
Were humidifiers and gauges 
would not be broken by bumping 
w th beds or equipment. Boxes are 
0: welded sheet metal with stain- 
les steel face and a baffle plate 
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AN OUTSIDE company owns the storage tanks and furnishes maintenance free of charge. 


covering the valve body. Each out- 
let has a station valve which is 
turned by a key. 

When not in use, the outlet is 
covered by a cap attached to the 
box by a chain so that it cannot be 
lost when it is removed. This cap 
and the flowmeter-humidifier are 
easily attached by the nurses be- 
cause of the ball joint unions. A 
small wrench which fits the outlet 
cap and the nut on the union of the 
flowmeter-humidifier, as well as a 
shut off key for the outlet valve, 
are attached to each flowmeter- 
humidifier unit by a short chain. 
These units are kept in the ward 
supply-room when not in use. 

When beginning administration 
of oxygen to the patient, the nurse 
must open both the outlet valve 
and the valve in the flowmeter. The 


_ oxygen may be turned off by clos- 


ing either of these valves. All 
nurses are instructed to replace the 
cap on the outlet valve at the ter- 
mination of therapy. This cap is 
air tight and serves as a double 
check to insure that oxygen will 
not leak out of the system should 
the nurse neglect to close the shut- 
off valve tightly. 

The fact that both the wrench 
which tightens the outlet cap, and 
the key to the outlet valve are at- 
tached to the flowmeter-humidifier 
and not to the outlet, makes it im- 
possible for patients or other indi- 
viduals to open the oxygen system. 

The installation has been func- 
tioning for more than 12 months 
and we are able to draw certain 
conclusions regarding its operation. 
Oxygen therapy is available to pa- 
tients on the ward within one to 
two minutes of the time it is re- 
quested. No problems have devel- 


oped in the bedside administration 
of the oxygen, and the nursing 
staff has experienced no difficulty 
in attaching and adjusting the 
flowmeters and humidifiers. New 
employees are easily taught to op- 
erate the equipment. In no instance 
has the equipment failed to func- 
tion properly. No hazards have 
been noted except those inherent in 
the use of oxygen by any system. 

The number of service calls by 
the engineering staff since installa- 
tion, has averaged 11 each month. 
This number includes calls for the 
use of individual cylinders at those 
times when patients must be iso- 
lated in areas where outlets are not 
available. Over the 12 month 
period 778,876 cubic feet of oxygen 
have been used. This compares 
to 595,188 cubic feet used in a 
comparable period last year. The 
number of hospital patient days 
during these two periods was prac- 
tically the same. 

The increase in consumption has 
been due to greater utilization by 
the hospital staff because oxygen 
is more readily available and more 
easily administered than formerly, 
and to continuation of the gradual 
increase in oxygen use occurring 
in recent years. The purchase price 
of oxygen under the present sys- 
tem has been 30 cents per hundred 
cubic feet less than that delivered 
in cylinders. 

The saving of 98 hours of en- 
gineering time each month, and 
the reduction in cost of oxygen 
have effected material savings. The 
entire system and administration 
has operated in a satisfactory man- 
ner and we feel that it has been 
a marked improvement over the 
method formerly used. 
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HE DANGERS that threaten the 
free practice of medicine in 
this country are fast becoming crit- 
ical, and still we delay in uniting 
in decisive action to meet them. 

We waste precious time in 
quarreling among ourselves over 
petty questions of local sover- 
eignty. We amuse ourselves by set- 
ting up fantastic straw men, and 
dissipate our energies in knocking 
them: down while our enemies 
unite against us in one national 
effort. We have thus far done no 
more than fight a series of rear- 
guard actions with small unorgan- 
ized and uncoordinated groups. I 
know of no more certain road to 
disastrous defeat. 

What, then, will be the future 
of the voluntary prepayment plans 
for medical care—both commercial 
and nonprofit? Those demanding 
national health insurance were 
generous enough to state that the 
voluntary plans should continue in 
operation after the inauguration of 
national health insurance. This, of 
course, was but a courteous ges- 
ture since it would be impossible 
for voluntary plans to compete 
with a government plan. 

The handicap would not be one 
of cost, because the voluntary plans 
can do the job cheaper than the 
government can. But the facts that 
the government plan would be sup- 
ported at least one-third by tax 
money, and that everyone would 
have to pay this tax, whether or 
not he subscribed to a voluntary 
plan, would dissuade the taxpayer 
from supporting two plans at the 
same time. 

Since it is impossible for volun- 
tary plans to survive if and when 
national compulsory health insur- 
ance comes, we are going to have 
one or the other type of prepay- 
ment health insurance—not both. 

The first criterion [for measur- 
ing the effectiveness of prepay- 
ment plans] is the extent to which 
a prepayment plan makes avail- 
able to those it serves the whole 
range of scientific medicine for pre- 
vention of disease and for treat- 
ment of all types of illness or in- 





Excerpts from a talk by Dr. Paul R. 
Hawley given at the Conference of Presi- 
dents and Other Officers of State Medical 
Associations, June 20, 1948, at Chicago. Dr. 
Hawley is the chief executive officer of the 
Blue Cross-Blue Shield Commissions. 
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If We Get 
Socialized 
Medicine 


jury. To meet this criterion, vol- 
untary plans must be in a position 
to offer as comprehensive a cov- 
erage as the public demands, re- 
gardless of cost. 

Since many people do not desire 
so complete a coverage and are 
unwilling or unable to pay its cost, 
plans will have to offer more than 
one type of contract. This will not 
be at all difficult once a competent 
actuarial service is established. 

I can think of no good reason for 
limiting the offering of a prepaid 
medical care plan to a single type 
of contract. We must always, of 
course, offer a contract that is 
within the economic reach of the 
low-income groups who must bear 
all or part of its costs. 

But large union groups are de- 
manding a much more comprehen- 
sive service and are willing and 
able to pay for it. We simply must 
be in a position to offer them a 
contract that meets their require- 
ments or we shall be forced out of 
business and have compulsory gov- 
ernment health insurance as a 
reality instead of as a threat. 

x 

What can it matter to the partici- 
pating physician whether the pa- 
tient pays the bill from his private 
income, or whether the bill is paid 
by the medical care plans, so long 
as the amount paid corresponds 
with the fee customarily charged 
in that income level? Even if there 
is some objection to such a pro- 
cedure, the alternative is to lose 
millions of potential patients to 
employee-benefit associations and 
medical cooperatives operating 
their own clinics and hospitals. I 
cannot stress too strongly the fact 
that this movement has already 
reached the point where the medi- 
cal profession has the choice only of 
making a reasonable effort to meet 
the requirement of these large 
groups of consumers of medical 














care or of watching the private 
practice of medicine in this coun- 
try being rapidly strangled by 
either cooperative or government 
medicine. 

No other alternatives are left. All 
other alternatives have been lost 
in the 10 or 15 wasted years in 
which organized medicine has pur- 
sued an entirely negative course 
in dealing with this social problem. 


w OW 


The problem is one of national 
scope, and it cannot be solved by 
state and county medical societies 
acting independently. I can assure 
you that you will not even be 
listened to, much less dealt with, 
upon any such basis. 

It would be impossible for 51 
separate Blue Shield plans to get 
together around a table and agree 
upon a uniform contract. Even if 
this were possible in one case, you 
must remember that different 
groups may demand different de- 
grees of coverage, and this painful 
process would have to be repeated 
each time we were approached by 
a national group. The time required 
to effect such agreements would 
defeat us. These prospective clients 
demand an answer within days— 
not months. 

For these reasons, only a national 
service agency, controlled by all 
the participating Blue Shield Plans, 
can possibly meet this urgent need. 

w OX 

If we get socialized medicine in 
this country, it will be organized 
medicine, and only organized medi- 
cine, that has brought this curse 
upon us. We, as physicians, will 
have only ourselves to blame. All 
that is necessary to bring socialized 
medicine to this country within a 
very short time is for organized 
medicine to pursue the same course 
that it has pursued for the past 10 


years. sk ok 


Within three to five years—just 
as soon as the taxpayer is relieved 
from the terrific burden of his in- 
vestment in peace — you may be 
sure the politicians will be ready 
to impose upon him the burden of 
a compulsory health insurance 
program; that is, unless by that 
time we have demonstrated that 
voluntary health insurance is 2 
completely satisfactory answer to 
the problem. 
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Hospital Show Windows 


Some Ways To Keep Patients Smiling 


OW THAT THE TERM, public re- 

lations, has found its way 
into hospital lingo, it is on the 
tongue of every hospitaler in the 
land. Unfortunately, it is looked 
upon frequently only as a short cut 
to fund raising. While gifts are 
likely to be a natural consequence 
of a worthwhile program, if we 
limit our efforts to appeals to the 
wealthy minority, we lose sight of 
the others in our community whose 
friendly interest and support are 
equally necessary. 

The initial step in winning this 
friendship and interest is, of course, 
to arrange a sound health program 
for the patient. This the patient 
takes for granted. What appeals to 
his interest primarily are those 
outward signs of kindly attention 
that comfort him when he is sick 
and bolster his ego long after he 
is well. These, then, are but a few 
examples of what it takes to keep 
patients smiling. 

We have an admitting officer 
who, through long association with 
the hospital, has come to know 
its clientele. By watching the reser- 
vation list, she is able to have the 
patient’s former admission card be- 
fore her when he arrives and can 
flatter him by recalling his former 
address and the date of his pre- 
vious admission. 


Common sense tells him the 
clerk has consulted his record, but 
his hyperactive ego tells him that 
because he is a “big shot,’ she 
knows all about him. Many pa- 
tients refuse to come into the hos- 
pital until they are assured that 
this cleverly thoughtful admitting 
officer will be on duty. 


Standing at a counter or cashier’s 
window within hearing distance of 
others is not conducive to the pa- 
ticnt’s happiness. Rich-or poor, he 
is entitled to privacy while mak- 
in’ admission arrangements. A 
confortable chair in a secluded 
of'ce will mollify him consider- 
aby 


mM a paper given at the Association’s 
tute on Public Relations at Princeton, 
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It is wise to impress the busi- 
ness office staff with the impor- 
tance of watching and reporting 
not only the unpaid accounts but 
also those that are paid but should 
not be paid. Recently our cashier 
came to tell me about a mother 
who, each time that she stopped at 
the window to pay her baby’s bill, 
appeared more worried than the 
time before. A conference with the 
baby’s parents and the doctor re- 
sulted in transferring the baby to 
free staff service. 


Thanks to the good judgment of 
that cashier, the parents, who 
needed help but were too proud to 
seek it, have not lost faith in hos- 
pitals nor in the pediatrician who 
forfeited the case and his fee. No 
hospital can afford to be namby- 
pamby about collections, but also 
it need not forget that there is the 
Golden Rule. 


No Offense? 


To be sure, there is a lot of ho- 
kum about “the customer is always 
right.”” Merchants who promise 
“your money back if you’re not 
satisfied’ would discontinue the 
practice if it did not pay. But they 
know and the hospital knows that 
the patient often is dead wrong. 
Those who can show him the error 
of his ways without offending him 
have qualified for the honorary de- 








CHILDREN are not always angelic patients 


but most parents still like to be deceived. 


gree for service in the field of good 
will. 


Once in awhile we must give the 
patient the benefit of the doubt. 
Then, when he receives his bill, he 
is less likely to compare it with 
the national war debt. If he swears 
that the admitting officer quoted 
the rate of his room at a dollar a 
day less, it will not wreck the 
budget to accept his word; doubt- 
ing it may wreck his friendly feel- 
ing for the hospital. The office em- 
ployee is not infallible, and any- 
way, this will not happen often. 


No hospital need assume the 
role of Lady Bountiful toward its 
patients assigned to free service. 
But rumor has it that occasionally 
a Blue Cross patient is made to 
feel that the hospital is losing 
money on his hospitalization, that 
he is the recipient of charity, and 
that: the hospital has been gener- 
ous to admit him. If a hospital is 
dissatisfied with its Blue Cross 
contract, is it fair to make the pa- 
tient bear the brunt of its dis- 
pleasure? When people who have 
had the forethought to budget for 
future sickness through Blue Cross 
or insurance membership are ad- 
mitted to the hospital grudgingly, 
their good will soon is forfeited. 

The average public relations 
practitioner has the problem of lo- 
cating and reaching his public; not 
so in the hospital field. Without 
budging from his own bailiwick, 
the hospital’s public relations 
apostle has his public in tow. The 
patient, usually in bed, cannot 
possibly get away, particularly if 
his clothes are cached in a distant 
clothes storage room. 

Because a study of the patient’s 
attitude makes calling on him 
mandatory, on whom should we 
call? I will wager that most do 
just what I do: Start upstairs to 
visit the upper crust in the better 
private rooms, with every inten- 
tion of working my way down to 
the free wards. 

Before this is accomplished, I am 
called back to my office and, much 
to my regret, I never do get around 
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to the realm of the leaner pocket- 
books. 

Almost every patient is pleased 
when the hospital administrator 
calls on him, though there are some 
who will thank him not to come 
pussy-footing into their rooms. 
Visiting, for many busy executives, 
is a choice but in the final analysis 
it is the administrator and not the 
patient who profits most by this 
practice. 

The patient may shower the 
caller with compliments, but he al- 
so will qualify his pleasantries 
with a complaint or perhaps a 
worthwhile suggestion. There is 
the patient, for instance, who says, 
“The food is so delicious I don’t 
even mind the cold coffee.” 


Pleasant Surprises 

In their gracious prewar days, 
hotels frequently sent former 
guests birthday cakes to their 
homes. Hospitals copied the idea 
and often surprised patients by 
sending a candle-bedecked cake to 
the sick room. It is a rarely forgot- 
ten gesture that gives the patient 
something to brag about when he 
recounts his hospital experience. 

Not all hospitals can dole out 
birthday cakes, but administrators 
can remember that patients appre- 
ciate receiving a letter after they 
are home, asking for constructive 
criticism. They also appreciate 
having their criticisms acknowl- 

‘ edged. 

The average patient is even more 
flattered if he receives a telephone 
call from the administrator a day 
or two after he is home. This show 
of interest in the patient’s health 
wins the hospital a lifetime friend, 
and it actually takes less time and 
is less expensive than a letter. 

Each child discharged from 
pediatrics at this hospital receives 
a letter, complimenting him on his 
good behavior and telling him we 
know his parents were proud of 
him. This tiny attention softens the 
edges of a return visit to the hos- 
pital and also never fails to please 
papa and mamma. Moreover, the 
small fry of today will be the 
boosters or knockers of tomorrow. 

We always send a note of sym- 
pathy to the family following the 
death of a patient. Not only is this 
a courtesy due the family, but it 
also is a means of disabusing our 
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public of the idea that everyone in 
the hospital is hardened to suffer- 
ing and sorrow. 

Another successful device is to 
move a long-stay patient to an- 
other room on the supposition that 
he is sick and tired of looking at 
the samé ceiling week after week. 
He will be delighted to view the 
outside world from a different win- 
dow and to feast his eyes on an- 
other color of wall paint. Above all 
else, he will be grateful for the 
thought that prompted the move. 

One of the best media toward 
the consummation of a good pub- 
lic relations program is that of 
clergy relations. In many nonsec- 
tarian hospitals an official chap- 
lain is not appointed, but this does 
not preclude gracious, reverent at- 
tention to every patient’s religious 
preferences and needs. Indeed, 
there is no better place for break- 
ing down old barriers of prejudice 
and misunderstanding about the 
other fellow’s religion than in the 
hospital. A  hospital’s attitude 
toward religious observation is 
soon made known in any com- 
munity. 

I know a hospital administrator 
who, after publicizing his beautiful 
chapel far and wide, boasted that 
the minute a patient’s funds ran 
low he called an ambulance and 
shanghaied him into a city institu- 
tion. If we want the good will of 
the patient, we must be consistent. 
True religion is reflected at the 
cashier’s window as well as in the 
chapel. 

The valuable employee has been 
taught that the patient hates to 
have his every request nullified 
with the stern dictum, “It’s against 
the rule.” That word “rule” is 
anathema to him and usually he 














BIRTHDAY cakes may come too high today 
but smaller favors are never out of reach. 








is articulate about it long after 
he has departed from the hospital. 
If he is to be pro-hospital instead 
of anti, it is wise to soft-pedal 
the rules. 

During the visit to that floral 
fairyland, Bellingrath Gardens, we 
asked an old caretaker what would 
happen if we picked a flower. He 
assured us that Mr. Bellingrath 
would be happy to have us pick 
a bouquet. ‘But you see, ladies,” 
said he, ‘‘with thousands of visitors 
a month, if each picked just one 
the plants would soon be stripped 
and there would be nothing for 
folks to enjoy.” 

The generally accepted method 
of annunciating an organization’s 
program is to issue a booklet or 
pamphlet depicting its activities 
and announcing its policies. But 
making a great hubbub over the 
preparation of an elaborate book- 
let glorifying the show spots of our 
hospitals will not earn for us the 
public’s interest and respect if our 
good works do not prevail through- 
out the entire hospital and extend 
down to the poorest patient. 


Action, Not Words 


All the fancy brochures in the 
publisher’s realm will not atone for 
the shoddiness of a hospital that 
resorts to cheap tricks and then 
glosses over its tawdriness by pub- 
lishing a beautifully prepared bul- 
letin designed to tug at the heart 
strings of its readers. I am think- 
ing of the hospital that offers a low 
room rate and then charges 25 
cents for an aspirin tablet and 
surreptitiously adds x-ray charges 
out of all reason, hoping that no 
questions will be asked. 

A hospital administrator recent- 
ly showed me her new ice cream 
manufacturing equipment and em- 
phasized with pride the fact that 
the ice cream served the ‘carriage 
trade” was of a richer butterfat 
content than that served the ward 
patient. As I departed, she handed 
me a beautiful pamphlet extolling 
the virtues of her hospital’s service 
to the poor. 

Hospitals are show windows. If 
every policy and every action with- 
in the show window is above re- 
proach, we will win the approba- 
tion of the window shoppers—the 
public in general and the patient 
in particular. 
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should think of himself as one 
trying to arrange many units into 
one perfect whole, preserving sym- 
metry of design and balanced pro- 
portion in all parts. But this is pos- 
sible only when the administrator 
sees his problems in perspective. 
’ Working and striving day after day 
on practically the same problems 
can warp this perspective. The ad- 
ministrator becomes biased by the 
“close up” view. 

At this point nothing is more 
helpful than being able to step back 
and look objectively at the inner 
function of a hospital. This cannot 
be achieved through mental gym- 
nastics. It calls for new ideas from 
experts in the field and discussions 
with contemporaries facing the 
same problems. Nothing fills these 
two needs more adequately than 
the institute as it is conducted to- 
day. 

No administrator can reasonably 
claim to be too busy to attend one 
of these institutes. The benefits to 
both him and his hospital offset 
any dangers that may grow out of 
a week’s absence from his job. Any 
administrative program should be 
forceful enough to operate for a 
week just on momentum. If it is 
not, that is all the more reason for 
the administrator to leave his job 
for awhile to find out what is 
wrong. 


\ HOSPITAL ADMINISTRATOR 


For Listening 


As the administrator sits back 
and listens to lectures on all phases 
of hospital work, he naturally re- 
verts from what is being said to 
what he actually is doing. It is 
during the course of one of these 
lectures that a real problem of 
administration may be definitely 
solved. 

It seems to me that the constant 
efforts of the American Hospital 
Association and the American Col- 
lege of Hospital Administrators to 
improve institute standards to meet 
changing needs prove the intrinsic 
value of these refresher courses. 
Though didactic in substance, these 
institutes are not, strictly speaking, 
courses in hospital administration. 
They are more a means of modern- 
izing and adapting knowledge, of 
correcting mistakes in fundamental 
approach to the job. 

At one recent institute I was in- 
*'gued by several short philosoph- 
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ical axioms enunciated by the fac- 
ulty. They show how one of these 
sessions can go beyond mere teach- 
ing. 

1. It is a great mistake to resist 
change. There is no avocation or 
vocation in this world where one 
can remain stationary. We either 


- advance or recede. Change in hu- 


man things is inevitable. Immuta- 
bility, or a condition not subject 
to change, is one of the incommu- 
nicable attributes of Almighty God. 
He alone is above change. Mortals 
must change with the passing of 
time. 

2. Many good works are spoiled 
because of the want of a little more 
effort. 

3. We cannot make a person do 
a thing but we surely can make 
him wish he had. 

4. The budget should be pre- 
pared by the one who is to carry 
it out. 

5. There are two types of finan- 
ciers: Money savers and intelligent 
money spenders. 

These axioms apply particularly 
well to the operation of a hospital 
accounting department. It is rash to 
think we can operate a hospital 
while retaining an old-fashioned- 
grocery-store method of bookkeep- 
ing. It is true that up-to-date 
methods of accounting demand 
enough capable employees and a 
certain number of rather expensive 
business machines, but investments 
such as these pay handsome divi- 
dends to the hospital. 

Today, the accounting depart- 
ment is as much the concern of the 
administrator as any other depart- 
ment in the hospital. His refusal to 
interest himself in accounting will 


detract greatly from his success 
because he is refusing to put forth 
that “little extra effort.” 

The third axiom may be applied 
to the accountant who resists 
changes in his accounting system 
when reimbursable costs are to be 
figured for participation in gov- 
ernment agency programs. If the 
accountant does not like the idea 
of making out the required finan- 
cial and statistical reports, perhaps 
the only solution for the adminis- 
trator is to look around for a new 
accountant. 

The fourth axiom also applies. 
Since the administrator is the one 
responsible for the budget, he 
should have a hand in its prepara- 
tion. 

The last axiom regarding the two 
types of financiers is certainly 
thought provoking. An intelligent 
money spender is certainly far 
more economical than a parsimoni- 
ous money saver. To save money 
and allow a building to deteriorate 
or equipment to become obsolete is 
the height of extravagance. Such 
savings are doomed to dwindle rap- 
idly when complete restoration be- 
comes absolutely necessary. 


Field Trips 


Other than institutes, field trips 
to other hospitals provide a rich 
opportunity to gain valuable infor- 
mation about hospital service, per- 
sonnel arrangements, furnishing 
and equipment. 

To cite an example, one hospital 
laundry that I visited finished 100,- 
000 to 120,000 pounds of laundry 
in a month using 22 employees. At 
another, 15 employees finish 40,000 
a month. 

We cannot deny the material 
value of this information from the 
standpoint of economics. I wonder 
what is wrong with the second 
laundry. It may be incompetent 
employees, obsolete equipment or 
bad arrangement of equipment. 
Something is radically wrong and 
the hospital is losing money and 
plenty of it in this one department. 

If an administrator learned noth- 
ing else through attendance at an 
institute—which is improbable—it 
would have paid him well to at- 
tend. The same comparative infor- 
mation is available in reference to 
all departments. 













Ldito rials 


Mr. Ewing Clarifies the Point 


A DOCUMENT OF CONSIDERABLE importance is the 
report recently handed to President Truman by 
Federal Security Administrator Oscar R. Ewing. 
It is the outline of a 10-year program for improv- 
ing the nation’s health by way of federal compul- 
sory health insurance. 

Printed arguments favoring compulsory health 
insurance have become fairly common in recent 
years, but this one is notable for its completeness 
and its eloquence. It is essentially the old Wagner- 
Murray-Dingell cause dusted off and done over in 
cleaner English and more cogent statistics. It 
nevertheless stands out among all the statements 
so far published on the subject of inadequate 
health service in America. 

Mr. Ewing rests his version on four premises, 
three of which are now widely accepted. First he 
contends that medical care is not available to 
enough people, and something must be done about 
it. Second he contends that more hospital facilities 
must be built and more professional workers 
trained before the need can be met. Third he con- 
tends that all this cannot be accomplished within 
a reasonable time, unless government accepts 
more responsibility and contributes more funds. 

Only about his fourth premise is there substan- 
tial dispute. Here he contends that the goal cannot 
be reached without the mechanism of federal com- 
- pulsory health insurance. 

The report calls for an immediate doubling of 
government expenditures, from two to four billion 
dollars annually. Among other things, this money 
would be used to build hospital facilities and to 
subsidize the training of more professional man- 
power. Three years would be devoted to these and 
other “tooling-up” operations, after which service 
would be started on a limited but steadily ex- 
panding scale. 

Although it removes a little glitter, the report 
should be viewed against a background of some 
recent developments. In 1942 the American Hos- 
pital Association recognized that the health serv- 
ices would have to be expanded and more equit- 
ably distributed. In 1943 it adopted a program that 
would accomplish this. 

Out of that program came the Hill-Burton Act 
and the Taft National Health Service Bill. Under 
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the former new facilities already are being built 
with federal government subsidy. Under the lat- 
ter, still before Congress, government would sub- 
sidize all patients who cannot pay their own way. 
Here is a complete alternative to compulsory 
health insurance. To succeed, it needs only more 
time and more money. 

Any solution to so vast a problem will require 
time. Mr. Ewing’s proposal will need much more 
than he has budgeted for it. Three years of medi- 
cal school subsidy will not produce a single new 
doctor, for example, unless training standards are 
lowered to a third their present level. 

Money? Government is asked to spend 20 bil- 
lion dollars in 10 years just to set the stage for a 
compulsory insurance system. With this sum of 
tax money, plus wholehearted government sup- 
port, the Association’s alternative program would 
leave little or nothing for compulsory insurance to 
do at the end of 10 years. 

Mr. Ewing’s report is a valuable contribution 
in two ways. It not only delineates and dramatizes 
a national problem. It also narrows the area of 
debate, and so spotlights the real issue. 

American taxpayers presumably are about ready 
to invest new billions in better health. With this 
money they can build new facilities and create a 
larger pool of professional manpower, but they 
still will have to make a choice: 

Given the same ready access to comprehensive 
health service would they as patients be better or 
worse off in the hands of government controlled 
doctors and hospitals? 

If future discussion can be centered on this real 
issue, there will be little misunderstanding of what 
is at stake. The question is no longer whether gov- 
ernment should spend more of its money on better 
health, but whether the government should take 
over doctors and hospitals, or merely give them 
the financial help they need to carry out a new and 
larger assignment. 

If the opponents of compulsion are adroit enough 
to see that this point is not lost in irrelevant debate, 
there will be no compulsion. 





End of an Assignment 


ALL PAST PRESIDENTS of the American Hospital 
Association could testify, if they would; that the 
honor carries with it a great opportunity to work 
overtime. Graham Davis has just finished his 
assignment, and certainly he found it to be no ex- 
ception. 

If Mr. Davis leaves office with few visible signs 
of wear, it is because he was no stranger to the 
kind of schedule that confronted him at the start. 
He was an old hand at working with committees 
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and government agencies, at traveling, waiting in 
stations and airports, writing, speaking—and 
listening. 

Much of his earlier labors had been expended on 
the Association. He was one of the “young Turks” 
who brought about a major reorganization in the 
thirties. He has served regularly on council and 
committee. His cooperation was available on call, 
he attended meetings, and he could be counted 
on to contribute something. 

For this long service, up to and including a year 
as president, the Association is twice indebted: To 
Mr. Davis for his uncounted hours of overtime 
work, for his good judgment, and for the persist- 
ence of his attack on the hard problems; to the 
W. K. Kellogg Foundation for the loan of his time 
and energy. 

While demands will not be so heavy, nor the 
strain so great, it is pleasant to think that this is 
not the end of Mr. Davis’ service to the Associa- 
tion. After all these years, he is not likely to quit 
being available whenever needed. 
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For State Associations 


BEFORE ANY SERVICE ORGANIZATION can do its work 
well, officers and staff must know what their mem- 
bers want, and members must be well enough 
posted to want what they need. 

To create such a two-way line of communication 
is never easy, and it is especially hard just now for 
state hospital associations. More than ever before, 
hospitals find themselves expected to agree on com- 
mon policies and to exercise group action. This 
calls for a somewhat broader perspective on the 
part of both administrator and board member. It 
calls for an appreciation of what good state-wide 
organization can accomplish for hospitals, for fa- 
cilities that have not yet been established in most 
states, for initiative and alert management of the 
organization. 

The Michigan Hospital Association has under 
way at the moment a single program that comes 
close to illustrating all these points. As reported 
in the news section of this journal, each association 
member has been asked to rank, in order of im- 
portance, six state laws that affect hospital opera- 
tion. 

The chief benefits of such a survey are not hard 
to recognize. Officers and staff will know how to 
bend their efforts in dealing with the state govern- 
ment. Members will have given more thought 
than ever before to the laws with which they 
should be familiar. As the association proceeds to 
act on this information, members will have had a 
real hand in framing policy. 
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Every state hospital association has business 
with its state government, the volume of which is 
bound to increase, and nearly every association 
has a council on government relations. Although 
the Michigan Association operates with paid staff, 
here is an activity that can be managed without 
one. 

If properly publicized, moreover, the results 
could be used to show what might be expected 
from a well financed state organization. 
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To Stretch the Dollar 


THE AVERAGE HOSPITAL probably wanders farthest 
from efficiency when it places an order for sup- 
plies. The average hospital is unable to maintain 
a career man or woman as its purchasing officer, 
and so is forced to compromise with the ideal. 

An administrator may carry this purchasing de- 
tail himself, or he may share it with a few depart- 
ment heads, or he may delegate the whole function 
as a half time assignment for one department head, 
or he may create the position of purchasing agent 
and fill it with a largely untrained person who 
works under ‘supervision. 

While any part time or untrained purchasing 
officer is handicapped, his results may be good or 
bad. If he relies on his instincts and faith in hu- 
manity, they will be bad. If he is willing to use 
all the available tools, these results can be rela- 
tively good. 

From time to time a new tool is developed, and 
such is “A Manual of Specifications for Canned 
Fruits and Vegetables,” just published by the 
American Hospital Association. As the title indi- 
cates, it covers a single but especially hazardous 
part of the hospital’s purchasing routine. In buy- 
ing a wide assortment of canned goods, the chances 
to waste money are infinite. 

This manual is a collection of factual informa- 
tion that will enable anyone, however inexperi- 
enced, to carry out the three essential steps of 
purchasing: To determine precisely what is 
wanted, to order it accurately and to check easily 
what is delivered. 

The specifications have been worked out with 
the Department of Agriculture and are standard in 
the food industry. To the extent they are used, 
hospitals will save money, and canned goods sales- 
men will not have to guess what the buyer really 
had in mind. 

Although emphasis is placed here on the smaller 
hospital’s problems, the new manual will be 
equally useful to fulltime purchasing agents and 
to dietitians who order in great quantity. It is a 
piece of literature that can stretch the food-service 
dollar in any hospital. 
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NDER TERMS of a contract with 
U the Baltimore City Health 
Department, each hospital partici- 
pating in the city’s new and unique 
program for indigent medical care 
will establish, organize and main- 
tain a medical care clinic. It will 
be an administrative facility asso- 
ciated with, and in or conveniently 
near the existing outpatient de- 
partment of the hospital. The con- 
tract further stipulates, in broad 
terms, the responsibilities dele- 
gated to the hospitals for specific 
application in a manner consistent 
with the facilities available and the 
client load assigned. 


The new clinics will be for the 
specific benefit of the indigent and 
will serve as the professional and 
administrative center for all clients 
and the participating local physi- 
cian. While selective clinical prob- 
lems will be referred by the hos- 
pital’s medical care clinic to general 
and special outpatient clinics, much 
of the work will be carried out in 
the clinic itself. It is in these cen- 
ters, the planners anticipate, a 
proper balance of medical effort 
will be struck between patients 
with illnesses that require special 
diagnostic and therapeutic facilities 
and those individuals with slight 
variations from essential health 
who should be the immediate con- 
cern of the agencies and organiza- 
tions that are responsible for main- 
taining health. 


Hospital Functions 


The functions of the clinic in the 
program follow two major lines, 
administrative and clinical. 

The medical care clinics will as- 
sume administrative responsibility 
for: Enrollment of public assist- 
ance clients assigned by the medi- 
cal care section of the Baltimore 
City Health Department; enlist- 
ment of local physicians to partici- 
pate in the plan; arrangement for 
clients’ initial examinations and 
the development and maintenance 
of appropriate clerical records. The 
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clinics also will furnish local par- 
ticipating physicians with reports 
on initial and subsequent diagnos- 
tic or consultation examinations 
and will supply required summar- 
ies to the Baltimore City Health 
Department. 

Clinical responsibilities of the 
medical care clinics entail the per- 
formance of a general medical ex- 
amination and formulation of a 
program of curative or preventive 
care for each public assistance 
client assigned to the hospital. The 
clinic furnishes the personal physi- 
cian chosen by the client with a 
copy or summary of the history and 
results of the examination with 
recommendations for continued 
care if indicated. For all clients 
whose eligibility for medical care 
extends for periods of less than six 





es NEW plan 
for the medical care of 
the indigent population is 
now underway. The general 
program pattern was de- 
scribed in the September is- 
sue of HospiTats. This arti- 
cle by Dr. Chant is a de- 
tailed description of the part 
played by the participating 
hospitals. It explains the 
administrative organization 
and the careful planning 
that was required to assure 
the plan’s effectiveness. 
The Baltimore plan may 
well be a pattern for solv- 
ing medical care problems 
of low-income groups on a 
voluntary basis. And its 
success may have a marked 
effect on the amount of fed- 
eral control that may go 
into a law for a national 
medical care program. 











months, the medical care clinic is 
responsible for emergency and am- 
bulatory medical service in the 
clinic only. These clients are not 
referred to a personal physician. 
The contract does not affect ar- 
rangements now in_ existence, 
which provide for the hospitaliza- 
tion of Maryland’s indigent at rates 
of up to $10 per day. 

The clinics will accept assigned 
clients for consultation and selec- 
tive special studies when referred 
by local participating physicians 
who for these purposes, may util- 
ize the special clinic and laboratory 
facilities of the hospital. 


The clinics, acting through the 
clinic director and staff, will foster 
a spirit of working with the local 
physicians for the best care of their 
patients. To aid in this, the contract 
requires each hospital to appoint a 
medical care clinic advisory com- 
mittee of not less than five mem- 
bers. The director of the medical 
care clinic will serve as committee 
chairman. Not less than two mem- 
bers will be appointed from among 
the physicians cooperating by ren- 
dering home and office care to pub- 
lic assistance clients, and not less 
than two members will be appointed 
from the medical staff associated 
with the clinic. Additional mem- 
bers may be appointed to the com- 
mittee from other paramedical 
groups participating in serving 
public assistance clients. 

This arrangement provides a 
ready means for discussion of 
questions that will arise over the 
handling of various classes of cases 
occurring among clients assigned to 
the clinic and a place for the local 
physician group to be heard in re- 
gard to the problems of patient 
care in homes and offices. Thus the 
program is devised to retain con- 
duct of professional relationships 
in the care of patients, under the 
guidance of the private practi- 
tioner and the hospital of the pa- 
tient’s neighborhood. Representa- 
tives of the nursing and dental pro- 
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fessions and others with profes- 
sional interest in the public assist- 
ance client may be included on the 
committee at a later time. 


How Hopkins Planned 


Anticipating possible participa- 
tion in this new program, the board 
of trustees approved the recom- 
mendations of the medical board 
of the Johns Hopkins Hospital en- 
dorsing the general principles of 
the plan and creating a special 
committee to consider the prob- 
lems involved from the standpoint 
of the hospital. 

The board agreed: (1) The plan 
is a desirable experiment to meet 
the medical care needs of a segment 
of the population, (2) the Johns 
Hopkins Hospital should consider 
participation, (3) the general oper- 
ating funds of the Johns Hopkins 
Hospital or the Johns Hopkins Uni- 
versity should not be used for the 
undertaking, and (4) physicians 
in the hospital who work in the 
unit giving care to public assistance 
clients should be paid for their 
services. 


A board-appointed committee* 
made an exhaustive study of the 
problems of organization, space re- 
quirements, cost of establishment 
and operation for the first year. All 
estimates were based on antici- 
pated assignment of 10,000 public 
assistance clients to the Johns Hop- 
kins Hospital Medical Care Clinic, 
during the first year of operation. 
Since the plan called for an initial 
examination of all clients but no 
annual examination, it was ex- 
pected the job, and the cost of the 
first year, would be greater than 
any subsequent year as the turn- 
over in the group would be much 
less than 100 per cent for every 
year. 

The committee recommended 
that the Johns Hopkins Medical 
Care Clinic be established as a 
separate facility of the hospital to 
serve as the professional and ad- 
ministrative center for all clients 
and local participating physicians. 
Selected clinical problems would 
be referred by the medical care 


*The Committee of the Medical Board 
appointed to consider the problem of par- 
ticipation of the Johns Hopkins Hospital 
in the medical care program for the in- 
digent of Baltimore city included these 
members: Russell A. Nelson, M.D., ehair- 
man, Madison B. Brown, M.D., Alan M. 
Chesney, M.D., Francis F. Schwentker, 


M.D., and Alan C. Woods, M.D. 
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clinic to general and special out- 
patient department clinics as indi- 
cated by the needs of individual 
clients. It was anticipated that the 
medical care clinic would operate 
five days a week and that the 
schedule for all outpatient facili- 
ties and emergency cases would be 
referred at all times to the accident 
room of the hospital. 


On the basis of the best informa- 
tion available, the committee pre- 
dicted that there would be 20,000 
visits to the medical care clinic 
during the first year of operation 
at an average rate of 77 visits for 
each working day (see ‘“Antici- 
pated Work Load’’). 


The estimates guided the com- 
mittee in determining staff and 
space needs, and cost of the under- 
taking. It was decided that the ini- 
tial examination should consist of 
a medical history, complete physi- 
cal examination, serologic test for 
syphilis, urinalysis (albumin and 
sugar only), hematocrit and blood 
smear, 70 mm. chest photo-fluoro- 
graph, and photo-fluorographic ex- 
amination of the stomach in indi- 
viduals over 40 years of age. When 
indicated after initial examination, 
the medical care clinic will make 
some plan to institute curative or 
preventive measures for the clinic 
patients. 

It was expected that the initial 
examination would require ap- 
proximately one physician hour, 
each return visit for care in the 
clinic would require one-half phy- 
sician hour, and that no physician 








CLINIC BUDGET 
A Recapitulation of Major Items 
Fulltime medical staff 
and general adminis- 
HAUON - oc. oe. ts. kc $99 00000 
Part time medical physi- 
cians (40) .......... . 21,000.00 
Nursing, social service, 
laboratory ..................... 16,000.00 
Rental and _ housekeep- 
‘ng €ost 2.2.2. 7,500.00 
Payments to the Johns 
Hopkins Hospital for 
services rendered 16,500.00 
Estimated capitalization 
for cost of furniture, 
fixtures and equipment 
—l0 per cent of $5,- 
000.—estimated initial 
furniture and_ fixture 
COS Sees lus 500.00 
Contingent . 5,500.00 
LO) 0) Re ae $100,000.00 














hours would be required for re-~ 
ferral to outpatient clinics. Ap- 
proximately 48 physician hours 
would be necessary each working 
day. 

Staff Organization 


With the foregoing in mind the 
committee made recommendations 
for staff organization with a full- 
time physician director, responsi- 
ble to the director of the Johns 
Hopkins Hospital. When the plan 
is in full operation, two fulltime 
physician assistants will be as- 
signed, preferably an internist and 
a pediatrician. 

Nursing and social service will 
be limited for some time to the 
activities in the medical care clinic 
itself. Arrangements will be made 
with other community agencies to 
give care in the home. There are 
three nurses on the staff, the super- 
visor being qualified and experi- 
enced in public health nursing. One 
social worker is provided at pres- 
ent. Administrative and clerical 
functions are carried out by an 
administrative assistant and seven 
stenographer-clerks. It was rec- 
ommended that two _ laboratory 
technicians be assigned to handle 
the routine work that is contem- 
plated. 

The rounding out of a profes- 
sional staff sufficient to meet the 
demand for 48 physician hours 
service daily, presented another 
problem to the committee. The full- 
time medical care clinic physician 
staff, with both administrative and 
clinical responsibilities, could con- 
tribute approximately 24 physician 
hours service leaving 24 hours to be 
supplied by part time men. Busy 
practitioners usually can give but 
one-half day to clinic work, sc 
eight physicians of this type are 
needed if the clinic provides 10 ex- 
amining rooms daily. To meet this 
need it was considered desirable to 
bring the local participating physi- 
cian into the clinic itself to work 
with the regular staff. These part 
time clinicians are given appropri- 
ate appointments by the hospital 
and receive a fee for each three- 
hour clinic session. 

The committee estimated space 
requirements for the medical care 
clinic at 5,000 square feet. The 
clinic is established in a hospital- 
owned building separate from but 
convenient to the accident room 
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and outpatient department build- 
ings. 
Cost of Operation 


The committee utilized the fore- 
going information and the cost per 
outpatient department visit on a 
reimbursable cost formula as of 
June 30, 1947, as a basis for esti- 
mating the cost to the Johns Hop- 
kins Hospital for operation of the 
plan for one year. Expendable 
equipment, laundry, supplies and 
miscellaneous expense were esti- 
mated at $.05 per visit for 20,000 
visits per year. The total budget 
was set at $100,000 including $54,- 
000 for payments to doctors (see 
“Clinic Budget’”’). 


The contract with the Baltimore _ 


City Health Department provides 
for payment of $10 per client per 
year to each medical care clinic 
with the stipulation that the clinic 
will refund up to $3 per client if 
the annual cost of the program is 
less than the $10 maximum per 
client year. 

For the present, dental care pro- 
vided by the medical care clinics 
is limited to emergencies and pay- 
ment is on a fee-for-service basis 
from a separate budget item of the 
Baltimore City Health Department. 
Pharmacists will be paid similarly 
for presciptions (written on special 
prescription forms for these pa- 
tients by local participating physi- 
cians) and drugs dispensed in the 
hospital pharmacies for clients at- 
tended there. 


Physicians Participation 


Enlistment of local physicians to 
participate in the project was an 
important responsibility of the 
hospital, acting through the di- 
rector of the medical care clinic. 
The entire program for medical 
care for the indigent of Maryland 
and Baltimore progressed through 
a series of conferences and many 
detailed studies, at all times with 
outstanding physician leadership. 
The medical and Chirurgical Fac- 
ulty of Maryland requested the ini- 
tial planning as early as August 
23, 1939, in a letter to the chairman 
of the Maryland State Planning 
Commission. As a result of this 
request the planning commission 
established the 34-member Com- 
mittee on Medical Care, under the 
chairmanship of Dr. Maurice C. 
Pincoffs. Following completion of 
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the work on a plan for the counties 
of Maryland, the state Committee 
on Medical Care appointed a sepa- 
rate 14-man group to study medi- 
cal care needs in the City of Balti- 
more which was headed by Lowell 
J. Reed, Sc.D., who is the vice 
president of the Johns Hopkins 
University. 

The report of this committee and 
proposals for immediate action 
were presented at a special meet- 
ing to which all physicians practic- 
ing in the city had been invited. 
The meeting was called by the Bal- 
timore City Medical Society. The 


report also was reviewed at a meet- 


ing of the Baltimore Hospital Con- 
ference and during the past win- 
ter, the plan was presented at 
regular meetings of the Baltimore 
City Medical Society by Dr. Wen- 
dell R. Ames, then director of the 
medical care section of the Balti- 
more City Health Department, and 
to each of several special medical 
organizations in the city. The plan 
received the endorsement of each 
of these societies, but no action was 
taken at that time to commit indi- 
vidual members to active partici- 
pation in the plan. 

After concluding the contract 
with the Baltimore City Health 
Department, the director of the 
Johns Hopkins Hospital sent a 
brief letter to all physicians prac- 
ticing medicine in the immediate 
vicinity. He described the opera- 
tion of the plan, the functions of 
the medical care clinic, and in- 
vited them to participate by ac- 
cepting clients for possible care 
in their practices. Physicians were 
asked if they would participate 
and to what extent or to state they 
were unable to participate at the 
present time. In either case, the 
physicians could request a personal 





ANTICIPATED 
WORK LOAD 


Visits 
Visits working 
year day 
Initial visits 10,000 39 
Visits for care in 
clinic - 5,000 19 


Visits for referral to 
the Johns Hopkins 
Hospital Outpa- 
tient Department... 5,000 19 





TOTAL : 20,000 77 











conference with the director of the 


medical care clinic to learn further 


details of the plan. 

The letter explained that partici- 
pating physicians would be invited, 
as opportunity arose, to come into 
the clinic itself to work with the 
staff, and to take part in clinical 
conferences and other teaching ac- 
tivities of the service. They were 
advised that they would receive a 
modest stipend if they took part 
in this work. 


Preventive Aspects 


The Committee to study the 
Medical Care Needs of Baltimore 
City emphasized that its study re- 
vealed-clearly that it was ‘“‘errone- 
ous to consider the population as 
separated into two groups— the ill 
and the well. Health or its con- 
verse, illness, is a graded matter 
for every individual. In a very true 


‘ sense it may be said that each per- 


son is ill to a certain degree and 
well to a certain degree. . . . Thus 
the problem. of medical care in- 
volves a constant screening process 
that is carried out partially by the 
individual himself, partially by the 
physician and partially by the vari- 
ous agencies and organizations that 
are concerned with maintaining or 
restoring health.” 

This concept has guided the 
planning of activities for the medi- 
cal care clinics. The screening pro- 
cedures for chest and stomach 
pathology should prove of consid- 
erable value in the older age group 
that will make up a major part of 
the client load of the clinic. Some 
children seen for initial examina- 
tion are directed for the first time 
to the well baby services of the 
Baltimore City Health Department 
and to their family physicians for 
delayed or neglected immuniza- 
tions for pertussis, diphtheria and 
smallpox. 

While the plan may not greatly 
enlarge the ““‘Wassermann dragnet,” 
so well developed in past years, no 
doubt it will bring to physician and 
hospital many sub-clinical patients 


- that in other days awaited overt 


illness to attract care. It is the hope 
of the planners that experience will 
indicate the most efficient type of 
examination to expose the greatest 
amount of incipient disease for 
each of the various age groups of 
the population. 

The University of Maryland 
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Hospital and the Johns Hopkins 
Hospital signed contracts with the 
Baltimore City Health Department 
on June 15, 1948, and started their 
work simultaneously on the fol- 
lowing day. 


How It Is Working 


During the first two months of 
operation, the Johns Hopkins Hos- 
pital Medical Care Clinic devel- 
oped its functions slowly. This was 
done because of anticipated organ- 
izational problems and some lag in 
the appearance of clients for regis- 
tration at the clinic after they were 
notified of their eligibility. It was 
learned that these people re- 
sponded better when given an ac- 
tual appointment date for coming 
to the hospital for registration 
rather than leaving this visit date 
to their discretion. Less difficulty 
was experienced in getting these 
clients to keep appointments for 
initial physical examination. 

The medical care clinic followed 
up, by postcard and personal letter, 
those who failed to respond to the 
notification. 

When these were unsuccessful, 
a public health nurse was sent to 
the home. It was believed those 
individuals who failed to come for 
initial examination after several 
written appeals, required a per- 
sonal and professional approach to 
convince them of the preventive 
value of the examination for them- 
selves and, in many instances, for 
their children. The character and 
importance of this visit seemed to 
justify its assignment to public 
health nurses. 

The extent of participation in the 
program by local physicians was 
probably the most important factor 
to determine the success or failure 
of the plan. 

By September 1, 1948, when the 
Johns Hopkins Hospital Medical 
Care Clinic was ready to function 
at full capacity, 30 local physicians 
had agreed to accept assignment 
of public assistance clients. Twelve 
of these physicians have been ap- 
pointed to serve part time in the 
clinic and each is giving from one 
to three half-days a week to the 
work, 


Benefit to Patients 


This plan appears unique in that 
it provides the public assistance 
client with a physical examination 
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(and diagnostic study if required) 
immediately after he is certified 
as eligible for care. While most of 
these clients have received care for 
physical disorders in the past, and 
have been aided by the preventive 
services of the Baltimore City 
Health Department, it has been 
demonstrated with the new plan 
that some have neglected to seek 
early medical aid or to avail them- 
selves of preventive services. The 
present program is discovering 
these cases and provides for or di- 
rects them to the services available 
in the community. 

The public assistance client in 
Baltimore now may have a per- 
sonal physician to attend him for 
home and office care. While his 
choice is limited to those physi- 
cians participating in the plan, it 
is doubtful that this choice is much 
less ‘free’? than that available to 
the average citizen. It is hoped this 
aspect of the plan will re-establish 
for some, and acquaint others with 
a patient-physician relationship 
that will enhance their physical 
well-being as well as their human 
dignity. 


Benefits to Physicians 


The physician who takes part in 
this program by accepting clients 
for care at home and in his office 
now will receive some compensa- 
tion for a service he has been giv- 





Four Features 


Baltimore’s new medical 
care plan is unique in four 
ways: (1) the initial experi- 
ment will be directed to- 
ward the care of a selected 
small group of the popula- 
tion, the indigent; (2) prac- 
ticing physicians will par- 
ticipate by accepting fami- 
lies for care in their offices 
and in patients’ homes, thus 
providing traditional family 
physician care; (3) the 
capitation method will be 
utilized for payment, and 
(4) all persons included in 
the plan will receive a com- 
plete initial physical exam- 
ination directed toward pre- 
vention as well as cure. 


























ing for little or nothing in the past. 
For many of these men it will pro- 
vide a hospital contact and a con- 
sultation facility not available to 
them before. The Johns Hopkins 
Hospital has invited a number of 
these physicians to work with the 
staff in the medical care clinic. A 
scheme of rotation should provide 
similar opportunity for more of the 
participating physicians within the 
next several years. Clinical confer- 
ences have been established, and 
other teaching activities will be de- 
veloped by the clinic for the par- 
ticipating physicians. 


Benefits to Hospitals 


Visits to the Johns Hopkins 
Hospital outpatient departments 
constitute annually about one-half 
of total outpatient visits to Balti- 
more hospitals. Twenty-seven per 
cent of these visits to the Johns 
Hopkins Hospital are “free.’’ For 
the fiscal year 1947-48 the value of 
services donated to “free” patients 
was an.estimated $207,700. A ma- 
jority of these free visits are made 
by public assistance clients whose 
ambulatory care in the outpatient 
department now will be paid for 
through the plan. 

It is expected that participating 
physicians and the medical care 
clinic will. operate to screen more 
efficiently the volume of referrals 
to general and special clinics of the 
outpatient department. 

The contacts and conferences be- 
tween a greater number of neigh- 
borhood physicians and_ those 
working in the hospital will be 
mutually advantageous to a degree 
that may be subject to evalua- 
tion as the plan progresses and 
develops. 

In few places have efforts to 
solve the medical care problems of 
the poor been sufficiently well co- 
ordinated, or so realistically sup- 
ported by funds and personnel, to 
provide a comprehensive applica- 
tion of modern health and medical 
knowledge for the benefit of this 
group of citizens. The Maryland 
planners, encouraged by successful 
experience in the counties of the 
state during the past two years, are 
hopeful this similar plan for Balti- 
more City will succeed, and that a 
pattern for comprehensive medical 
care, administered by the com- 
munity, may be established. 
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Routine Radiography on Trial 


One hospital reviews a year’s program to find that 






all opposition disappeared as benefits were weighed 


HEN A PROGRAM for chest 
W x-ray screening of all pa- 
tients admitted to the Evangelical 
Deaconess Hospital was being 
planned about a year ago, opposi- 
tion was general and sometimes 
strong. Since then, we have 
screened more than 75 per cent of 
the total number admitted—about 
600 patients a month. Almost all 
the initial opposition to the pro- 
gram has disappeared. It now is 
accepted by members of the staff 
as a forward step in hospital proce- 
dure. 

Already we have found that our 
nurses and other hospital employ- 
ees feel more at ease knowing that 
our patients have the benefits of 
chest x-rays. We know that the 
program has caused some surgery 
to be modified, some to be delayed 
and even, on occasion, to be can- 
celled. Because of this service to 
patients we are able to x-ray eco- 
nomically the chests of professional 
and nonprofessional employees. 

Some of our doctors were op- 
posed to the program. Fortunately, 
several of those who were hard to 
convince had patients that profited 
greatly from chest x-rays. One of 
the oldest doctors on our staff seri- 
ously questioned the advisability 
of our program becoming a routine 
procedure. He was willing, how- 
ever, to go along with us for a 
month’s trial to see what would 
develop. At the beginning of the 
second week, he had to cancel an 
operation after he saw a chest pic- 
ture. From that moment on, he be- 
came our strongest advocate. 

Immediately after the patient is 
admitted to the hospital he is taken 
to the laboratory for routine lab- 
oratory work. He then is directed 
to the x-ray department for the 
chest x-ray. These departments are 
on the first floor and are easily 
accessible. When the routine lab- 
oratory tests and chest x-rays are 





Adapted from a paper given at the Tri- 
State Hospital Assembly, May 3-5, at Chi- 
cago. Its technical aspects and general 
principles are based on the findings of 
Dr. A. Melamed and Dr. A. Fidler, who 
soon will publish, ‘Routine Fluororoentgen 
Chest Examinations of Hospital Admis- 
sions. 
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finished, the patient is taken to his 
room in the hospital by the x-ray 
technician or student technician. 
Stretcher and emergency patients 
are cared for as soon as possible. 

Our equipment consists of a pho- 
to-roentgen 4x10 stereo machine 
which uses either 4x5-inch single 
films or 4x10-inch stereo films, 
photographing the image from the 
fluoroscopic screen. 

The cost of screening of chests 
by roentgen means will vary de- 
pending upon the number of pa- 
tients screened, the accessibility of 
the equipment and the number and 
kind of technicians in the x-ray 
department. In this hospital our 
charge to patients is $2. It repre- 
sents the costs as follows: 


Bway) 282 ye et el ecents 
Interpretation ___. 50 cents 
Gown and laundry____.15 cents 
Depreciation and re- 

tirement of costs___50 cents 
Electricity and 


miscellaneous __...23 cents 
Technician and other 
employees — 50 cents 


Over the period of July 1, 1947, 
to March 15, 1948, 3,626 patients 
were screened, giving us a total 
income of $7,252. We do not con- 
sider this procedure as an added 
source of revenue for the hospital. 
Our x-ray machine and electronic 
timer cost $3,400 and the generator 
about $6,000, a total equipment in- 
vestment of $9,400. Thus our policy 
of minimum cost service to most 
patients very soon will pay for our 
initial outlay. 

Occasionally a patient objects to 
the $2 charge, especially when he 
finds that the Blue Cross plan will 
not accept any part of it. But after 
a brief explanation of what it 
means, he sees its value. Other pa- 
tients refuse chest x-ray examina- 
tions because they recently had 
been surveyed. 





Other exceptions were those 
whose physical condition did not 
permit x-rays. Some of these cases 
were fractures, coronary throm- 
bosis, and head injuries. Also not 
examined are patients who are re- 
admitted after less than a six- 
month interval and those who enter 
and leave the hospital when the 
x-ray department is closed. Even 
so, over the eight-month period 
77.8 per cent of the patients admit- 
ted received chest x-ray screening. 

We found that our 3,626 patients 
having the 4x5 inch chest fluoro- 
roentgenograms fell into these age 
groups. 


Age Number’ Percent 
0-9 379 10.0 
10-19 395 10.8 
20-29 1,099 30.3 
30-39 638 17.6 
40-49 450 12.3 
50-59 334 9.2 
60-69 219 6.0 
70-79 89 2.4 
80-89 23 0.6 

ToTAL 3,626 100.0 


Several years ago the American 
College of Radiology approved the 
principle of mass chest surveys for 
the detection of tuberculosis but 
emphasized the necessity of having 
trained and competent physicians 
to interpret the films. Because of 
the lack of enough qualified super- 
visory and interpretive services, it 
was realized that regular mass sur- 
vey of the general population did 
not seem possible now. 

Chest screening as practiced at 
the Evangelical Deaconess Hospital 
does not pose many of the difficul- 
ties inherent in a general mass sur- 
vey. We have proper supervision 
and interpretation, and we have 
managed to incorporate the proce- 
dure into the general routine. 


We found, though, that there are 
many problems to be solved before 
such a program can be expected to 
function properly. A certified radi- 
ologist in attendance at the hos- 
pital provides proper supervision 
and interpretation of the films, but 


HOSPITALS 




































— | 











Procain® 








OCTOBER 1948, VOL. 22 


Penicillin 














54 SLIGKEK 


Coated Crystals 
\ 


HYPERCILLIN* Cutter (Procaine Penicillin G 


in Sesame Oil) offers a suspension of 300,000 


units per cc. of 120 mgm. crystalline procaine 


penicillin G — dispersed in fluid sesame oi! with 


2% aluminum monostearate. 


TA 

N 
\\ 5 
va 
\ ¢ 


HYPERCILLIN OFFERS 








high therapeutic blood levels for 24 hours 


crystals coated with a free-flowing 
combination of sesame oil and aluminum 
monostearate, to minimize settling out, 
practically eliminate needle plugging, 
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less injection pain, fewer reactions — 
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24-hour service sooner or later has 
to be provided if a reasonable de- 
gree of success is to be attained. 

At Evangelical Deaconess Hospi- 
tal a plan to examine the chests of 
all hospital admissions was devised 
and approved in 1945. Equipment 
was not installed until 1947. 

Considerable active and passive 
resistance was experienced when 
the plan was put into operation 
July 1, 1947. Results soon brought 
out the true value of the project. 
The prompt turn of mind and atti- 
tude of the attending physicians 
has been most gratifying to us. The 
physicians now exhibit a lively in- 
terest in the work. 

Many physicians on our staff do 
not proceed with surgery until we 
have given them the “all clear” 
sign. We have adopted the policy 
of interpreting the survey films 
prior to the scheduled time of sur- 
gery. If any clinically important 





data are discovered, the physician 
is informed promptly. 

In this manner the surgeon often 
can choose the optimum anesthetic 
agent under the prevailing heart 
and lung conditions, thereby re- 
ducing morbidity and _ perhaps 
mortality of the patients. Many 
operations also have been cancelled 
after the chest findings were made 
available to the medical staff. 

There can be little doubt that the 
routine chest screening of hospital 
admissions is destined to assume 
equal, if not greater status and im- 
portance than other routine labora- 
tory analyses. Authorities have 
contended that routine chest exam- 
inations of hospital and clinic pa- 
tients will reveal more positive 
findings than blood testing for 
syphilis, similarly applied. 

We found tuberculosis to be of 
minor importance in hospital sur- 
veys. Only 1.25 per cent of all the 





WHAT ROUTINE SCREENING REVEALED 


Between July 1, 1947, and March 15, 1948, the Evangelical 
Deaconess Hospital gave chest x-rays to 3,626 of its patients. 
Of these, 28.6 per cent showed pathological or abnormal con- 
ditions. This group is shown in breakdown. 
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ittle or no clinical signifi- 
ance 18.4%. 






This service has paid off in 
the protection it gives to 
patients facing surgery and 
in the reassurance it gives 
the hospital's staff. The cost 
is $2 a picture, an economy 
that can be achieved only 
with general routine screen- 


ing. 

















patients screened showed a tuber- 
culosis condition, and most of these 
cases seemed to be inactive (see 
breakdown). This is not a very 
large portion of the 28.6 per cent 
who showed pathological or abnor- 
mal conditions. 

A much larger percentage of the 
findings showed abnormal heart, 
aortic and rib conditions. The 
screening brought out a variety of 
lung conditions which are not asso- 
ciated with tuberculosis. One of 
them, emphysema, represented 4.8 
per cent of the total. 

The variety of findings justified 
the use of a film that would make 
a general appraisal of the chest 
structure. The 4x5-inch stereo, 
which is the largest of the minia- 
ture films, seemed to be the best 
for this purpose. It also is capable 
of providing a fairly accurate eval- 
uation of cardiac size when correc- 
tion for distortion is made. 

A research report on 10,000 chest 
examinations showed that the 
stereo film is most satisfactory for 
chest survey. It is more economical 
than the 14x17-inch film and has 
the same, if not better diagnostic 
accuracy. 

The interpretation of these sur- 
vey films has its pitfalls. Author- 
ities have said that the many inter 
and intra-individual variations 
make it necessary that the films be 
read by at least two interpreters. 

At Evangelical Deaconess Hospi- 
tal, at least two and sometimes 
three examiners interpret the films 
independently. Not infrequently 
one or the other is found guilty of 
either over or under-reading. If 
such interpretive services are not 
available it seems desirable for the 
radiologist to review the films at 
least once. 

Chest x-ray screening of hospi- 
tal admissions seems workable in 
most general hospitals where the 
x-ray department is supervised by 
a certified radiologist, and the ex- 
perience of this hospital has shown 
that these examinations have a 
value that goes far beyond the 
mere detection of tuberculosis. 

If such facilities could be devel- 
oped in most hospitals, it would be 
a step towards our goal of mass 
surveys for the general population. 
Through the hospitals, proper su- 
pervision, interpretation and fol- 
low up can be assured. 
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1. Low cost 
2. Underwriter approved 
3. Simple to operate 
- 4. Only 1 control dial 
: sak neal . r 5. Safe, low-cost, heat 
> ; 6. Easy to clean 
7. Quiet and easy to move 
8. Ball-bearing, soft rubber casters 
9. Fireproof construction 
10. Excellent oxygen tent 
11. Welded steel construction 
12. 3-ply safety glass 


INSTRUCTION AND 
{ THERMOMETER PANEL 

















‘ 13. Full length view of baby 
| 14. Simple outside oxygen 
connection 
15. Night light over control 
t 16. Both F. and C. thermometer 
¥ scales 
, 17. Safe locking ventilator 
l Lf spin 18. Low operating cost 
‘ 19. Automatic control 
; 20. No special service parts 
21. Lid locks open 
; 
’ The Armstrong X-4 Baby Incubator is the 
> only Baby Incubator tested and approved by 
Underwriters’ Laboratories for use with oxygen. 

5 
| The Armstrong X-4 Portable Baby Incubator is a SAFE 
Baby Incubator, a LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. That its practical, common- 
sense design has a wide acceptance is evidenced by the 
fact that almost 700 hospitals have placed repeat orders 
: for more than 2500 X-4 Incubators. More and more it is 

being used, not only for the premature baby, but for any 
underweight or debilitated baby and in the delivery room 
for every new-born. 
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COMMENT ON COMMENT 





More About the League’s 
Nursing Service Study 


N A COMMENTARY on the recent 
I report released by the National 
League of Nursing Education, Nel- 
lie Gorgas questions the reliability 
of the nursing service data because 
they represent opinion. 

The reliability of “opinion” is 
dependent upon the awareness and 
astuteness of the person who gives 
it. When opinion represents con- 
sidered judgment based upon 
_ knowledge and experience, it pro- 
vides a valuable framework of ref- 
erence and is so generally accepted 
as a research source. Anyone who 
differs with this concept will not 
place credence in the findings of 
the nursing service study. 


The Range 


The range of the data given in 
the tables is discussed, and the re- 
viewer says the range would seem 
to indicate that opinions of experts 
vary widely. Some of the tables do 
show a considerable range espe- 
cially with respect to “low” and 
“high,” others a rather surprising 
likeness in nursing needs as ex- 
pressed by the nursing adminis- 
trators. 

As an illustration of this likeness 
in nursing needs, the data in the 
report’s Table 3 (see ‘Nursing 
Needs’’) are rearranged, beginning 
with the hospital giving the fewest 
hours and progressing to the one 
giving the most hours. 

Excluding hospital 18, the hours 
range from 3.1 to 3.9 in 10 hospi- 
tals. The variations from one hos- 
pital to another are never more 
than 0.2 of an hour and usually 
only 0.1 of an hour, and there is 
but 0.8 of an hour difference in 
the extremes of these 10 hospitals. 
The variations are amazingly small 
when considering the factors that 
may affect nursing needs over the 
entire 24-hour period. The report’s 
Table 4 which reports hours of 10 
hospitals for surgical ward and 
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semiprivate patients shows a simi- 
lar likeness, and the five hospitals 
with medical and surgical patients 
in the same unit have hours closely 
in line with those given on segre- 
gated medical and surgical services. 

The validity of the report’s Table 
20 is questioned because of the 
wide range in the ratios of patients 
to head nurses on the medical and 
surgical services. The statement is 
made that “two participants did 
not even register an opinion,” re- 
ferring evidently to hospitals 3 and 
16. Hospital 3 is a children’s hos- 
pital. Its head nurse provision is 
given under the pediatric column; 
hospital 16 did not report for sur- 
gical patients and therefore could 





Tue SEPTEMBER issue of 
HospIrTALs included the arti- 
cle by Nellie Gorgas, direc- 
tor of St. Barnabas Hospital, 
Minneapolis, “How Much 
Nursing and by Whom?” 
The article was largely a 
commentary on the recent 
report released by the Na- 
tional League of Nursing 
Education, ‘‘A Study of 
Nursing Service in One 
Children’s and Twenty-one 
General Hospitals.” 

Miss Gorgas questioned 
the ultimate value of the 
nursing service data and 
asked that further scientific 
study be carried out so that 
there would be completely 
reliable standards. 

In the article on these 
pages, Blanche Pfefferkorn, 
R.N., director of studies for 
the league, presents her side 
of the discussion. 














not be included in the medical and 
surgical data. 

It is true that there is a wide 
variation between the low and 
high of the ratios in Table 20, the 
low for medical and surgical pa- 
tients being eight patients per head 
nurse and the high 33 patients. But 
the lows and the highs are not the 
significant items. In the case of 


-Table 20, the middle two-thirds of 


the ratios for the medical and sur- 
gical services range from 15 to 22 
patients per one head nurse. 

The size of the sampling for 
which nursing service data are giv- 
en is questioned and reference is 
made to the private patient table. 
The majority of the hospitals visit- 
ed cared for private patients, but 
because in some instances the pri- 
vate patients were cared for in the 
same unit with ward and semipri- 
vate patients, the information 
could not be used. Data are given 
for the private service in five hos- 
pitals only. These are the ex- 
pressed needs of five hospitals and 
show a reasonable likeness. To that 
extent they give information that 
the nursing service administrators 
want to know. 

They also indicate a pronounced 
difference in the thinking of the 
needs of private patients now as 
contrasted to the thinking in 1940. 
In 1940, private patients actually 
received 2.2 hours more than ward 
and semiprivate patients. About 
the same amount of time is wanted 
now for private patients as for 
ward and semiprivate patients. 


Standards 


Miss Gorgas objects to setting up 
the findings of the average general 
nursing hours per patient as 
wanted in 1947 and those provided 
in the 1940 study in Table 23, and 
says: “Anyone who does not take 
the time to read the report care- 
fully and in detail naturally would 
accept one set of standards as 
equally valid as the other. They 
may be equally valid, of course, 
but it has not been so proved by 
this particular study.” Surely any- 
one who would want to apply the 
findings of this report would read 
it carefully and thoughtfully. 

The reviewer says that “the re- 
sults (that is, the data for 1947 and 
1940 given in Table 23) seem to 
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Back of the highly developed skill of the surgeon are the 
skillfully-made instruments by Sklar. Through continued 
collaboration with leading surgeons, new instruments ... new 
designs and engineering . . . new improvements are perfected 
to meet the needs of advancing surgical techniques. 


Sklar has developed the proper alloys of American-made 
stainless steel for making the finest of surgical instruments. 
Today, Sklar manufactures the greatest variety of stainless 
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follow the conclusions most think- 
ers inthe field have been proclaim- 
ing: That the 1940 standards are 
too low for present conditions.” 
The reason for including table 23 
in the report was not merely to 
show that more hours are now 
wanted than were provided in 
1940, but, equally important, to 
provide discussion of some of the 
significant factors which tend to 
increase the nursing hours now 
wanted to give patients the care 
they need. 


Regret is expressed because 
there are no operating room fig- 
ures in the report. There is no 
median for nursing hours per oper- 
ation in the 1940 study but there is 
considerable discussion in the 1940 
report as to why a norm is omitted. 

Concerning Table 1, which gives 
the duties performed by nursing 
aides in 11 hospitals, it is said that 
the table was “‘compiled only from 
lists of duties obtained directly 
from the hospitals without being 
resubmitted for verification. These 
hospitals, after compilations were 
completed, may have discovered 
omissions and duplications that 
stemmed from different terminolo- 
gy or lack of meticulous care in 
listing the items.” 


Rechecking 


This statement is not correct in 
its entirety. In some instances the 
list as a whole was resubmitted to 
the hospital; in every instance 
items were checked and sometimes 
rechecked with the hospital to in- 
sure their correct interpretation. 
The Committee on Studies was of 
the opinion that a better educa- 
tional job could be done by dis- 
cussing the preparation of a list of 
duties — particularly with refer- 
ence to a nursing aide list—as is 
done in the report than by at- 
tempting to refine it for common 
terminology which varies so great- 
ly in different hospitals and which 
cannot be very satisfactorily done 
by correspondence. 


Quoting from the third-from- 
the-last paragraph of Miss Gorgas’ 
review: “The report ends with a 
set of eight definite recommenda- 
tions, all very conservative, re- 
garding the use of nursing aides 
(trained practical nurses, practical 
nurse students and aides trained on 
the job).” “Nursing aide” through- 
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NURSING NEEDS 


Medical ward and semiprivate 
patients: Average general nurs- 
ing hours needed per patient 
during each 24 hours. 


Hours per 

. Hospital patient 
1] 3.1 
6 3.2 
19 A 4 
17 3.3 
15 3.4 
20 3.4 
8 335 
16 3.6 
9 3.8 

| 3.9 
18 5.4 
Median 3.4 


Source: ''A Study of Nursing Service in 
One Children's and Twenty-one General 
Hospitals,"" published by the National 
League of Nursing Education. 














out the report refers only to work- 
ers trained on the job and not to 
trained practical nurses and prac- 
tical nurse students. No recom- 
mendations are made concerning 
the trained practical nurse. Too 
few trained practical nurses in too 
few places were found to warrant 
a discussion of this classification of 
worker. 

In commenting on the propor- 
tion of general nursing hours to 
be given by nonprofessional work- 
ers to ward and semiprivate medi- 
cal patients (35 per cent) and to 
ward and _ semiprivate surgical 
patients (30 per cent), Miss Gor- 
gas says that it may be that “fur- 
ther study will substantiate un- 
equivocally the conclusion. ... On 
the other hand, a number of other 
highly qualified thinkers on the 
subject have predicted that when 
training methods have been re- 
vised, it will be found that only 
30 to 35 per cent need be given 
by professional help.” 


Identification of Types 


Since the number of trained 
practical nurses was so small in 
comparison to the number of nurs- 
ing aides (trained-on-the-job- 
worker), the percentages 30 and 35 
represent practically all nursing 
aide hours. It may be that in situa- 
tions where trained practical 
nurses constitute the main nonpro- 
fessional staff, a higher proportion 


of nursing hours than 30 or 35 
per cent can be given properly. by 
these workers. Obviously, it is im- 
portant when speaking of the pro- 
portions of professional and non- 
professional nursing care that the 
type of nonprofessional employees 
be indicated. 

The nursing service studies — 
nursing hours per patient, patients 
per supervisor and similar break- 
downs — reported in ‘“‘Administra- 
tive Cost Analysis for Nursing 
Service and Nursing Education” 
were not developed because “those 
responsible for nursing services 
and for hospital administration, as 
well as nurse educators had re- 
quested a ‘yardstick’.” The joint 
committee sponsoring the cost anal- 
ysis initiated a number of studies; 
a very important one was that con- 
cerned with average nursing hours 
per patient since it is one of the 
most significant variables in its 
effect upon nursing service and 
education costs. 


Changing Times 


Hospital nursing is passing 
through aé_ revolutionary stage. 
Changing medical practice — new 
drugs, new treatments, early am- 
bulation — is changing nursing 
practice. In this period of transi- 
tion, one hospital wants to know 
what other hospitals of the country 
are doing. 

Hospitals also want some help 
and guidance and they want it now. 
The study is a report of the nursing 
service in 22 hospitals. It tells the 
kind of nursing personnel found, 
how they function, and it also rec- 
ommends the use of some guides, 
based upon the judgment of many 
experienced nursing adminis- 
trators. 

It describes techniques in great 
detail in order that anyone who 
reads the publication thoughtfully 
may know for himself exactly how 
the material was developed. 

It draws no conclusions. It sum- 
marizes the main findings. Then it 
makes some recommendations in 
the light of those findings. Until 
the funds and staff are available 
for research, which this study cer- 
tainly is not, the report appears to 
be doing what it was intended to 
do: Offer some enlightenment and 
some guidance in this difficult 
period. 
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Control Factors of a Simplified 
MEAL TICKET SYSTEM 


accurate record of meals 
served is essential whether the 
hospital is operating a cafeteria 
on a cash basis or a non-paying 
cafeteria. To eliminate all guess- 
work and to give us a complete 
correct account of all meals served, 
we have initiated at Lincoln Gen- 
eral Hospital a successful meal 
ticket system that provides a thor- 
ough check in our two non-paying 
cafeterias. 

The simple system demands one 
important prerequisite: Primary 
responsibility must be assigned to 
a capable and trustworthy em- 
ployee. One person was employed 
to prepare the tickets and punch 
them at meal time. After the com- 
pletion of the meal, this person files 
all the cards in numerical order in 
the rack attached to the inside of 
the cafeteria door. This person al- 
so makes all the necessary reports 
on the number of meals served to 
employees of the various depart- 
ments. 

Typewritten lists were made of 
names of hospital employees who 
were entitled to meals in addition 
to their salary. This record lists the 
name of the employee, the depart- 
ment in which he is working and 
the number of meals allowed per 
day. One complete list was posted 
in each cafeteria and the third was 
filed in the dietitian’s office. Proper 
notices were posted on bulletin 
boards throughout the hospital ex- 
plaining the new system and giv- 
ing notice of the date it would be- 
come effective. 

The equipment to handle this 
work is inexpensive. Punches and 
a card filing cabinet are necessary. 
Daily report sheets were mimeo- 
graphed. A three months’ supply 
of consecutively numbered meal 
tickets (see illustration) was pre- 
pared. Each employee was given a 
permanent meal ticket number. 
This method eliminates the confu- 
sion of changing the numbers when 
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a new monthly supply of cards is 
prepared. The numbers on the 3x5 
white tickets are in heavy red type 
for quick sorting and filing. Letters 
are used as symbols for the meals 
served: “B” for breakfast, ‘‘D’’ for 
dinner and ‘“‘S” for supper. 

The meal ticket is not transfer- 
able. The employee’s name is writ- 
ten on the card together with the 
department in which he is working 
and the number of meals to which 
he is entitled. 

When the question of courtesy 
tickets was discussed we decided 
to make these cards from an ivory 
colored stock. A supply of these 
courtesy tickets is provided oniy 


for the use of the dietitians, the 
director of nurses and the adminis- 
trator. 

With this system we have an ac- 
curate check for daily and monthly 
reports on the number of meals 
served employees according to de- 
partments. Each department is 
charged for the number of meals 
served to its employees. If an em- 
ployee eats more meals than is pro- 
vided for on the card, we are able, 
with this system, to bill the em- 
ployee at the end of the month for 
the extra meals. This system has 
definitely discouraged those taking 
advantage of the hospital. 


Our dietary department is now 
able to prepare food on a closer 
margin because it has a closer es- 
timate of the number that it is 
likely to serve. In addition we find 
that this system has assisted the 
accounting department in keeping 
a correct record of the number of 
meals served. With the dietitian’s 
records, the department also is able 
to list the number of breakfasts, 
dinners and suppers served each 
day and month. This record is val- 
uable at those times when our ac- 
counting department is computing 
food costs. 
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Winning Patients’ Favor With 
THE SELECTIVE MENU 





reinstated the selective menu 
at Norton Memorial Infirmary. 
Like many other things, that had 
to be dispensed with during World 
War II. 

Because our selective menu had 
brought many compliments pre- 
vious to the war, and because our 
menus during the war brought us 
understandable grief, as all menus 
do where the patient has no selec- 
tion, we favored this step. We are 
confident that if hospitals now 
using a non-selective menu would 
change over to a selective menu, 
most patients’ complaints would 
cease. 

When planning the menus we 
correlate the patient menu and the 
menu for use in the nurses’ and ad- 
ministrative cafeteria, thereby 
eliminating the preparation of too 
many different items of food. 
Menus are planned on a five-week 
cycle, taking into consideration the 
seasonal food and market prices. 

The selections then are mimeo- 
graphed on a special printed form 
(see illustration). Much. thought 
was given to the form before it was 
printed. Our final conclusions were 
that the form should be large 
enough for easy reading by pa- 
tients and dietitians, that a differ- 
ent color ink be used for each day 
of the week, and that the form 
should be perforated twice. 

After our selections are mimeo- 
graphed on these special printed 
forms, two days in advance of their 
actual use, they are given to our 
visiting dietitian. This employee, a 
home economics graduate, is the 
dietary department’s daily contact 
with every patient in the hospital. 
The position of visiting dietitian is 
very important when using selec- 
tive menus, as such a person must 
have a pleasing personality and be 
able to get along with all types of 
people. It is the visiting dietitian’s 
duty to instill in the patient’s mind 


pond IN THE spring of 1946 we 


Mr. Byers is the assistant superintendent 
and Miss Britton the chief dietitian at the 
Norton Memorial Infirmary. 
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the idea that we will prepare in- 
dividually and serve a well bal- 
anced meal to his specific liking, 
to inform the patient that con- 
structive criticism concerning the 
dietary department is always wel- 
come, and that the selection of 
each of his meals is totally within 
his jurisdiction. 

The selective menus are taken to 
the floors by our cart girls and each 
general diet breakfast tray has a 
menu for the following day’s se- 
lection. By selection we mean a 
choice of fruit or fruit juices, 
cereals, meats or meat substitutes, 
salads, vegetables, desserts, bever- 
ages and breads. 


The patient circles his menu se- 
lections with a pencil furnished 
him, thus conserving a great deal 
of our visiting dietitian’s time. He 
retains the menu for his later con- 
ference with the visiting dietitian. 
She must be fully informed as to 
what foods are on the menu so 
that any questions concerning such 
matters and preparation and 
grades can be answered promptly. 

After the menus have been col- 
lected from all patients, they are 
summarized by the dietitian. From 
this summary the cook’s census 
sheet is made. This census sheet 
shows the total number of servings 
of each selection, thereby inform- 
ing the cook of the approximate 
amounts of each food item re- 
quired. 

Sufficient units of selected food 
for that meal are prepared and 
placed on the food carts. The per- 
forated section of the selective 
menu of whatever meal is being 
served is sent along with the cart. 
There is a blank space on the menu 
on which is entered the patient’s 
name and room number. The cart 
girl thus has all the information 
required to serve the selected food 
to the right patient. The food tray 








MENU, 


Thursday, August 12, 1948 
—== Norton Memorial Infrmay =S=— 
Breakfast 


PDs 55gai asses scdessccvsdechaw sh ope seus sons ! 


Chilled Honey Dew Melon 


Oatmeal 


Scrambled Eggs Bacon 


Toast: 


Coffee Milk 


Julienne Soup 

Tomato with Chicken Salad 
Baked Potato 

Deviled Egg Salad 


Baked Custard 


White Whole Wheat 


Coffee Milk 
Circle Sel 


Whole wheat 


Buttermilk 


Orange Juice 
Corn Flakes 
Soft Cooked Eggs 
Rye Grape Jelly 
Chocolate Milk 


Chocolate hiilk 


Pineapple Juice 

Broiled Veal Chop 
Buttered Asparagus 

Fresh Fruit Salad 
Cocoanut Cake 

Rye Bread 
Chocolate Milk 


Please 
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is then served to the patient. The 
corresponding portion of the print- 
ed menu is placed on the tray to 
assure the patient that he is get- 
ting all of the selections he or- 
dered. 

We find it difficult, because of 
food cost increases, to make an 
accurate comparison of costs of se- 
lective and non-selective menus. 
We realize that food costs have 
risen tremendously and that the 
cost of the regular menu has risen 
proportionately to the cost of the 
selective menu. Our raw food cost 
for each meal for the month of 
May 1948, was 34.75 cents. Grade 
A meats and fancy fruits and vege- 
table are served. We feel that the 
results derived from the use of se- 
lective menus have more than off- 
set any increased costs. 

Labor costs have risen also, but 
because the use of the selective 
menu required no additional em- 
ployees, the labor costs would be 
the same whether selective or non- 
selective menus were used. 


Waste Reduction 


We have found that food waste 
has been reduced considerably be- 
cause of selective menus. A person, 
though ill, is more likely to eat 
something he has selected than 
foods served to him without choice. 
Another advantage is the decrease 
of special diet orders. High caloric, 
light diet, bland and high protein 
are examples of special diets that 
may be chosen from the selective 
menu with the help of the visiting 
dietitian. Still another advantage is 
that our dietitians can gauge more 
easily the quantities of food to be 
procured by knowing beforehand 
the number of servings requested 
by patients using our selective 
menu forms. 

Innumerable compliments have 
been received. Many patients save 
our menu forms to take home so 
that they may prepare and serve 
well balanced meals in their own 
homes. Proof that our selective 
menu is worth any additional costs 
is shown by the splendid reputa- 
tion our dietary department has 
achieved here in the city and in 
the surrounding territory. 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 
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New Manuals on Dietary Department Service Problems 


THE VETERANS ADMINISTRATION 
dietetic service has published two 
manuals which should be of inter- 
est to all dietitians. One is a diet 
manual, the other a manual on 
dishwashing. 

The diet manual is a guide to be 
used in carrying out the dietary 
treatment in the medical care of 
Veterans Administration patients. 
Some of the types of diets covered 
are routine hospital diets (with 
sample menus), modified diets and 
miscellaneous diets that are re- 
quested frequently. 

Excellent reference material is 
included in the appendix. Included 
is information about test meals, 
physiologic values of blood and 
urine, high and low concentration 


. foods and medical terms. Another 


valuable addition is the revised 
food composition table for the short 
method of dietary analysis. 

The manual on dishwashing is 
one of a series in the agency’s 
training course syllabus for food 
service workers. Four instruction 
lessons are outlined. 

An introduction explains the 
value of a uniform system of good 
dishwashing techniques from the 
viewpoints of economy and sanita- 
tion. The three sections that follow 
deal with specific work problems: 
Operation of dish machines, han- 
dling clean dishes and cleaning the 
dish machine and the operation of 
glass and silver machines. 

In the section on machine opera- 
tion, instruction is given in the use 
of detergents, safety measures, 
proper water temperatures and 
machine care. 

The second work section includes 
instructions for handling clean 
dishes, glasses and silver. Proper 
handling and storage of these items 
are emphasized. 

Proper dishwashing procedures 
for silver and glasses are discussed 
in the final section. Because this is 
a teaching manual several teaching 
methods are explained. The sylla- 
bus tells how to give demonstra- 
tions on various procedures and 
also how to stimulate employees to 


discuss, in class sessions, their sug- 
gestions for improving procedures. 
A final valuable addition is the 
job breakdown sheet for each 
operation. These breakdown sheets 
should be particularly helpful in 
setting up and teaching correct 
dishwashing procedures. 


Purchasing Manual 


Dietitians who formulate or take 
part in the formulation of hospital 
specifications for canned products 
will find the Association’s new 
“Manual of Specifications for 
Camned Fruits and Vegetables” a 
helpful guide. This is the first pub- 
lication that covers, in condensed 
form, the U.S. Department of Agri- 
culture Standards for Grades. (See 
also, page 84.) 

The manual has been prepared 
to aid the quantity user in the pur- 
chasing and serving of canned foods 
and contains a mass of data on 
these subjects. 

The dietitian can make a valu- 
able contribution to the hospital by 
carrying out these suggested pro- 
cedures in using the manual: 

1. Study distinguishing differ- 
ences in the quality of standard 
grades. 

2. Note the types of commodi- 
ties available and the forms in 
which they are packed. 

3. Become familiar with the 
sieve size in which products are 
available, or the range of counts 
of pieces in the various grades. 

4. Become familiar with the 
density requirements of the syrups 
and the listed drained weights of 
the products. 

5. Know the types of products 
that require special can protection 
by enamel lining. 

6. Make use of the manual in 
writing specifications. 

7. Use the manual as a refer- 
ence when inspecting purchases. 

The discussion on each food prod- 
uct concludes with a description of 
the common irregularities that indi- 
cate poor quality and which should 
be watched for when making in- 
spections.—MARGARET GILLAM. 


HOSPITALS 





THE LITERATURE 





A Revision of Fishbein Text on 
MEDICAL MANUSCRIPTS 


MEDICAL WRITING, the technic and the 
art. Second edition. Morris Fishbein, 
M.D. 292 pp. Philadelphia: The 
Blackiston Company. 1948. $1.50. 

T FIRST READING, Dr. Fishbein’s 
A complete revision of his 1938 
volume seems to be little more 
than a set of instructions for 
contributors to the Journal of the 
American Medical Association. It 
explains and describes in great de- 
tail the journal’s editorial style and 
nails the points down with excerpts 
from journal manuscripts. Yet this 
subjectivity can be deceiving. Dr. 
Fishbein’s concept of good medical 
writing can be applied equally well 
to writing for a field—like hospital 
administration—that is not quite so 
specialized or, for that matter, to 
any kind of: writing. 

This similarity of requirements 
for technical and semi-technical 
journals is apparent when Dr. Fish- 
bein explains why the journal has 
to reject so many of its manu- 
scripts. He gives five reasons: 

Lack of space. If a magazine 
printed all its contributions, it 
would soon go out of business. Yet 
this is not a major worry. Most 
magazines worry first about get- 
ting enough manuscripts that are 
well prepared and instructive. 

Overworked subjects. Many writ- 
ers lean towards the familiar. This 
is not an attribute that attracts 
readers, particularly readers of spe- 
cialized journals. Unless an article 
gives readers a new idea, or prom- 
ises a new idea, they will not bother 
to read it. Surveys have shown wide 
gaps in the literature of a given field 
(see HOSPITALS, page 79, June 
1948). These gaps are not due to a 
lack of writers, but more to a scar- 
city of original research and ex- 
haustive study. 

Fancies versus facts. Dr. Fishbein 
Says that many of the journal’s re- 
turned manuscripts are the produc- 
tions of theorists. This does not set 
that magazine apart. In any kind of 
Magazine circumspect arguments 
and “nice points” may only irritate 
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a reader who is looking for help in 
solving his occupational problems. 
Manuscripts without factual basis 
hurt a magazine because they de- 
ceive its readers. Many wise editors 
follow this rule: It may be all right 
to let the authorities theorize, since 
they are the people who do it the 
least. 

Medical society address. One of 
the editor’s most difficult problems 
is to refuse a manuscript that has 
created a great stir when delivered 
as a speech. What often impresses 
the audience — personality, force- 
fulness and humor—rarely can im- 
press a group of readers. When a 
speech goes into print, the personal 
touch is lost and so might as well 
be deleted. When it is deleted from 
many manuscripts, there is nothing 
left. That is why they must be re- 
jected. 

Addresses often have other faults 
too. They often lack the unity of a 
magazine article and tend to be 
filled with irrelevant, verbose and 
ungrammatical passages. 

Length. Dr. Fishbein says that 
length is a relative matter, that 500 
words on some subjects may be too 
much and for others 5,000 words 
may be too little. Actually, his max- 
imum would seem unduly high for 
most editors. This is because brevity 
is one of the factors which give an 
article value. It implies adherence 
to a single point and not the ram- 
bling, discursive approach com- 
mon to many textbooks. 

Dr. Fishbein then makes a very 
thorough analysis of the faults of 
many medical writers. He shows 
why the use of hyperbole and elab- 
orate metaphors so often damages 
an article, why adherence to a sin- 
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gle point of view (proper use of 
tenses, continuity of subject) is so 
important to clarity, why infor- 
mality and flippancy is almost sure 
to detract from the purpose of a 
serious article. 

One of the book’s most interest- 
ing sections deals with medical 
jargon. Dr. Fishbein shows that 
American physicians have devel- 
oped an impressive body of scien- 
tific terms which are incorrectly 
and deceptively used. Some admin- 
istrators inherit their medical 
language from the doctors in their 
hospitals and so commit the same 
errors when they write. This is 
only one of many reasons why the 
book can be a guide to all kinds of 
writers.—D.M.K. 


Integrated Teaching 


THE CONTRIBUTION OF PHYSICAL THER- 
APY TO NURSING EDUCATION. Pre- 
pared by the Subcommittee on the 
Utilization of Special Therapists in 
the Teaching of Student Nurses of 
the Committee on Curriculum. 78 
pp. New York: National League of 
Nursing Education. 1948. $1.25. 
This subcommittee was created 

to prepare a course for instruction 
of student nurses that incorporates 
suggestions from physical thera- 
pists as well as the nurses them- 
selves. So far there has been no in- 
tegrated plan of teaching, and the 
subject matter taught by the phys- 
ical therapists was superimposed 
on the nursing curriculum. 

The suggested course of study 
comprises six units. Each is out- 
lined to include content, suggested 
method and personnel to do the 
teaching. Included in the excellent 
bibliography is a list of visual aids. 

The present League of Nursing 
Education plan is to make similar 
studies with representatives of 
other therapy fields. 


Up To Date 


PuBLIc HEALTH AND THE LAW. Third 
edition. James A. Tobey. New York: 
Commonwealth Fund. 1947. $4.50. 


After 1944, when the U. S. Pub- 
lic Health Service was reorganized, 
there was a need for a revision of 
the two previous editions of this 
book. At that time all the laws re- 
lating to public health were re- 
vised and consolidated. The new 
law was known and cited as the 
Public Health Service Act. 

The author shows that this law 
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is the fruit of a gradual develop- 
ment, and he traces this develop- 
ment from as far back as 1798, 
when the U. S. Marine Hospital 
Service was established by Presi- 
dent John Adams. As landmarks 
in this evolution he cites test cases 
with full reference to their prose- 
cution before the district, munici- 
pal and U. S. Supreme Courts. 

This new edition reports about 
250 recent court decisions, either in 
abstract or by reference. It also re- 
ports the significant legislative 
trends.—I. M. G. 


French Contribution 


(The French 
Henri 


L’HOoPITAL FRANCAIS 
Hospital), second edition. 


Thoillier. 339 pp. Paris: Techniques 
Sanitaires et So- 


Hospitalieres, 
ciales. 1947. 


Because of its excellent illustra- 
tions, this book has an educational 
value even for those who do not 
read the French language. There 
are some very fine photographs of 
hospital interiors of yesterday 


and today; floor plans, efficient de- 
partment layouts and graphs and 
charts of hospital forms. 

The book is divided into six sec- 
tions, one of which pertains to the 
administrator. This section covers 
his technical preparation, person- 
ality requirements and relation- 
ships with the chief surgeon, gov- 
erning board and department 
heads. It contains a chapter cover- 
ing general office organization, 
budget, bookkeeping and reports. 

This section contains an exam- 
ination of the three circumstances 
under which a director may take 
charge of a hospital: (1) When 
the hospital is already in opera- 
tion, (2) when construction plans 
are still on paper, and (3) when 
the hospital is ready to open its 
doors. 

The book also contains a bibli- 
ography and a survey of facilities 
and clinical services in the in- 
dividual hospitals in Paris and in 
the provinces.—R. T. 





The Library Committee Survey 


HE Library Committee recently 

has completed a survey en- 
titled ‘Five Years with the Library 
of the American Hospital Associa- 
tion—Asa S. Bacon Memorial.” 
William L. Wilson Jr., chairman, 
Nellie Gorgas, and Dr. Clement C. 
Clay were the active members of 
the committee. Their work was 
approved officially by the remain- 
ing two members, Sister M. Adele 
and Dr. Joseph Turner. 

The primary purpose of the study 
was to appraise the resources and 
services of the Association library. 
In its evaluation the committee first 
reviewed the conclusions and rec- 
ommendations of a_ professional 
survey made in 1942 and, using 
these recommendations as a yard- 
stick, assessed the work of the li- 
brary since that time. 

This summary of the 41-page re- 
port made by the committee should 
serve as an introduction to a longer 
abstract which soon will be dis- 
tributed to the Association mem- 
bership. Because the library is one 
of the major service departments 
in the headquarters office, the com- 
mittee believes that its supporters, 
the membership, should be told of 
the efficiency and helpfulness of 
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the library’s service. As a basis for 
its deliberations, a tabulation was 
made of the returned question- 
naires sent out with material bor- 
rowed from the library (see HOs- 
PITALS, June 1948). 

Briefly, the findings and conclu- 
sions of the committee are: 

1. The committee concurs with 
the policy of acquiring current 
books with a small proportion of 
rare and historical documents. It 
recognized the recent trend toward 
the publication of more books re- 
lating to the hospital field. It was 
of the opinion that the circulating 
collection contains enough books, 
pamphlets and reprints for efficient 
operation to meet ordinary de- 
mands. 

2. The library staff has taken 
full advantage of the opportunity 
to obtain advice from the various 
consulting specialists of the Asso- 
ciation staff—in the acquisition of 
materials, in the interpretation of 
requests and in the selection of 
items to meet the requests. Con- 
versely, the work of the specialists 
has been enhanced by the facil- 
ities of the library and the cooper- 
ation of the staff. 

3. The demand for exhaustive 


bibliographies has not been great 
On occasions when such bibliog- 
raphies have been compiled, the) 
have been of great interest to 
members of the Association and 
have been distributed widely. A 
charge for compiling a bibliogra- 
phy should be made only when the 
service rendered was for a persona! 
purpose and involved an unreason- 
able amount of research on the part 
of the staff. 

4. The custom-made or indi- 
vidualized package library is of 
more value to the average user than 
a standardized collection. Where 
the demand for data concerning a 
specific subject has been unusually 
great, the material contained in a 
representative package has been 
reproduced in quantity and copies 
have been set aside so that anyone 
wanting them permanently can 
purchase them. 

5. The collection of blueprints 
has been revised and brought up to 
date with the assistance of the 
headquarters staff. Consideration is 
being given to the possibility of 
preserving only the best and most 
representative plans. The commit- 
tee believes that this service should 
include only those trends and guid- 
ing principles of hospital architec- 
tural design that will be of help to 
hospital administrators, trustees 
and architects. The library should 
not be expected to provide working 
plans which may be utilized for 
remodelling projects or new build- 
ing construction. 

6. Consideration should be giv- 
en to the collection of films and 
other visual education materials. 
This is the only recommendation of 
the 1942 survey on which extensive 
action has not been taken. 

7. The library staff, with few ex- 
ceptions, has been able to forward 
material on the day the request is 
received. This record of prompt- 
ness is of great importance to the 
users of the library outside Chi- 
cago. Because of a meticulous fol- 
low-up procedure, there has been 
negligible loss of materials loaned 
for outside use. 

8. The library staff has kept a 
record of requests from users in- 
volving subjects on which inade- 
quate material was available. This 
list of subjects is being circulated 
to editors of hospital journals, to 
directors of university courses in 
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hospital administration and to pro- 
gram committees of national, re- 
gional and state meetings in the 
hope of stimulating the prepara- 
tion of articles. 

9. The library is the repository 
ef the Association’s archives. 

10. Promotion of the use of the 
library has been accomplished and 
has been carried on in several ways. 
One of the most important is a 
regular section of HOSPITALS 
containing reviews of recent addi- 
tions, notes and selected annotated 


references on specific subjects. At 
two different times, a descriptive 
flyer has been circulated to the 
membership, calling attention to 
the resources of the library and 
telling how they can best be used. 
“The Magic Key to Hospital Liter- 
ature,” published in the fall of 
1947, was an instruction handbook 
for using the library. Copies have 
been distributed widely. 

11. Since 1945, the semiannual 
publication of the “Index of Cur- 
rent Hospital Literature” has been 
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available by subscription to hospi- 
tal libraries, universities, other 
agencies and private individuals. 
It contains a comprehensive list of 
additions to a periodical literature. 

12. The number of requests for 
information coming in by mail to 
the library have increased greatly. 
In 1943 there were 663; in 1947, 
4,402. 

13. The library subscribes to 275 
current periodicals. In the book 
collection are 3,618 titles and 7,150 
volumes. There also are 869 bound 
volumes and 125 bound indexes. 

14. The library staff includes the 
librarian, assistant librarian, cata- 
loguer, preparations assistant, two 
secretaries and one part time clerk. 

15. The total 1947 budget for the 
library was $18,078.42. 

The committee made these rec- 
ommendations: 

1. The library should take every 
opportunity to encourage individu- 
als and institutions to make use of 
its facilities and services. These 
should be available even for those 
who cannot obtain membership. 

-2. Adequate space for a work- 
room and dead storage should be 
provided. 

3. An appropriation of $2,000 
should be made for the fiscal year 
1948-49 for the creation of a li- 
brary of motion picture films and 
other audio-visual aids. 

4. The Council on Planning and 
Plant Operation and the headquar- 
ters staff of the Association should 
be responsible for the selection of 
outstanding architectural plans to 
be retained in the permanent col- 
lection of the library. 

5. The librarian should be au- 
thorized to purchase enough copies 
of books and other publications to 
meet the needs of circulation. She 
should also provide a permanent 
file for needed replacement and 
historical use. 

6. The library should encourage 
program committees, institutes and 
national, state and regional meet- 
ings to solicit suggestions for topics 
of current interest on which there 
is insufficient material in the liter- 
ature. 

7. Censideration should be given 
to the development of institutes 
for hospital librarians and of a 
special program at the library for 
the orientation and instruction of 
hospital librarians. 
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MEDICAL REVIEW 





Some Medico-Legal Aspects of 


INTOXICATION TESTS 


NTOXICATION from ethyl alcohol 
l poses a variety of controversial 
problems for physicians and hos- 
pital authorities. The questions to 
be resolved are: What are the reli- 
able signs and symptoms of intox- 
ication? What constitutes being un- 
der the influence of intoxicating 
liquor? What tests and established 
standards are necessary to estab- 
lish a diagnosis of intoxication? 

The February 1948 issue of In- 
dustrial Medicine summarizes the 
physiology of alcohol as follows: 

Normal body alcohol is infinites- 
imal and may be disregarded. In 
the gastrointestinal tract of dogs 
the absorption of alcohol is more 
than half complete in 15 minutes 
and complete in two hours; in the 
human body, alcohol is stored in 
proportion to the water content of 
each tissue. 

More than 90 per cent of this 
stored alcohol is burned by the 
body, giving off carbon dioxide and 
water. Less than 10 per cent is 
excreted in the urine, sweat and 
breath. The average adult can de- 
stroy in the body about one-third 
fluid ounce of pure alcohol every 
hour. While the effects of alcohol 
on the digestive tract, heart, liver, 
kidneys, muscles, and blood vessels 
of the skin are important, the chief 
effect is depression of the central 
nervous system. 

With increased concentration of 
alcohol in the brain, the following 
stages of central nervous system 
depression may be recognized: (a) 
Impaired judgment, (b) muscular 
incoordination and more marked 
loss of self control and (c) marked 
central nervous system depression 
ranging from slight stupor to sur- 
gical anesthesia. 

From the medico-legal point of 
view, the expression “under the 
influence of intoxicating liquor” 
has been defined to cover not only 
all the well known and easily rec- 
ognized conditions and degrees of 
intoxication, but also any abnormal 
mental or physical condition which 
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is the result of any degree of indul- 
gence and which tends to deprive 
the individual of his clarity of in- 
tellect and self control. 

Law enforcement authorities as- 
sume that if the ability of the auto- 
mobile driver has been lessened 
even slightly by intoxicating liquor, 
then the driver is deemed to be 
under the influence of intoxicating 
liquor. The mere fact that the driv- 
er has taken a drink does not place 
him under the ban of a statute un- 
less such drink has influenced him, 
lessening in some degree his abil- 
ity to handle his automobile. 

With this definition in mind, the 
American Medical Association 
Committee on Street and Highway 
Accidents and the National Safety 
Council’s Committee on Tests for 
Driver Intoxication have made 
careful studies of the interpretation 
of chemical tests for intoxication. 
Both committees followed three 
general principles: 

1. Chemical tests should protect 
not only the nondrinker, but also 
the mild drinker who has not had 
enough to be definitely affected. 

2. Any errors should favor the 
person being tested. 

3. Allowance must be made for 
the fact that some people “carry 
their liquor’ better than others. 

In accordance with these prin- 
ciples, the committees selected two 
points in the blood alcohol scale, 
.05 and .15 per cent (50 mg. and 
150 mg. per 100 cc.). Those two 
points divide drinking drivers into 
three groups, or Zones I, II, and 
III. The recommendations of the 
committees for the zones are: 

Zone I, with a blood alcohol of 
zero to 50 mg. per 100 cc., shall be 
considered Prima Facie evidence 
that the driver is not under the 
influence. 





The Medical Review department is 
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Zone II, with a blood alcohol of 
50 mg. to 150 mg. per 100 cc. im- 
plies that some drivers will be 
under the influence, but not all. 
Here the recommendation is that 
the evidence be considered rele- 
vant, but not Prima Facie. 

Zone III, with a blood alcohol 
above 150 mg. per 100 cc., shall be 
considered Prima Facie evidence 
that the driver is under the influ- 
ence. With blood alcohol concen- 
trations of 400 mg. per 100 cc., most 
people would be unable to drive at 
all, and 500 mg. per 100 cc. is near 
the lethal point. 

Two methods are recommended 
to determine the level of body al- 
cohol. The first is a laboratory pro- 
cedure in which the distillate from 
a body material is analyzed for 
alcohol content. 

The second test, which does not 
require the services of a trained 
laboratory technician, is a simple 
method of testing the alcohol con- 
tent of the breath. 

When tested for steering and 
braking, drivers with blood alco- 
hol above 150 mg. per 100 cc. 
showed decreases of skill ranging 
from 16 to 24 per cent. Statistics 
indicate that a driver with blood 
alcohol in Zone III, namely above 
150 mg. per 100 cc., has increased 
his accident probability, on the av- 
erage, 55-fold. 


Diagnostic Devices 


Considerable progress has been 
made in diagnosis and treatment 
with the help of newly developed 
special devices. They have been 
designed to furnish additional in- 
formation and verify the clinical 
observations and conclusions of the 
physician. 

Such devices come and go. Many 
are ingenious, complicated and ex- 
pensive. As in the field of drug 
therapy, a few such diagnostic aids 
become simplified, prove them- 
selves, are generally accepted, and 
ultimately become standard equip- 
ment. For those who are mechanic- 
ally inclined or gadget-minded, the 
following new devices are briefly 
described. They were reported first 
in the Science News Letter. 

Electromyograph: Constructed and 
operated like the electroencepha- 
lograph, this machine permits the 
physician to see and hear muscle 
contraction. In the case of para- 
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lyzed muscle, an electric stimulator 
applied to the skin overlying the 
muscle indicates whether the nerve 
fibers actuate the muscle. Without 
the stimulator, the machine tells 
whether nerve impulses are reach- 
ing the muscle. Present uses of this 
device are for diagnosis in patients 
with poliomyelitis and peripheral 
nerve injuries. 

Muscle power testing machine: 
Progressive measurement of mus- 
cle power is accomplished by the 
strength which the examiner must 
exert to counteract the force of 
the muscle being tested. A small 
gauge strapped to the examiner’s 
hand is connected by an electronic 
device with the machine that gives 
measurement in pounds. Thus ac- 
curate measurements, in pounds, 
give a means of recording muscle 
regeneration and recovery. 

Electronic respirator: Particularly 
useful for patients with respiratory 
difficulty due to barbital poisoning 
and bulbar poliomyelitis, this de- 
vice consists of an electrode which 
is applied to the exposed phrenic 
nerve in the neck region. It is con- 
nected with an electronic stimula- 
tor. Thus the patient is relieved of 
the desire to breathe. The machine 
provides artificial respiration at a 
rate regulated to promote deep 
breathing with plentiful and auto- 
matic intake of air. Nursing care 
is much simpler than when the pa- 
tient is in an iron lung. As yet, no 
method has been developed for 
stimulation of the phrenic nerve 
except by surgical exposure of the 
nerve in the neck region. 

Abdominal tourniquet: Compres- 
sion of the abdomen by an inflated 
cuff similar to that used in taking 
blood pressure has been reported to 
elicit and maintain a reflex from 
the lungs. This keeps the patient 
breathing even when the respira- 
tory center is paralyzed by over- 
doses of barbital. Preliminary in- 
vestigations of dogs indicate that 
the maneuver may be effective in 
cases of barbiturate poisoning. 


Late Maternity 


With the progress made in ob- 
stetrics over the last decade, a 40- 
year-old mother now takes only a 
one in 10 chance of leaving the 
hospital without her baby. This is 
the conclusion of Doctors Davis and 
Seski, in a study of 1,000 women 
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admitted to the Chicago Lying-in 
Hospital. It was recently reported 
in the Journal of Surgery, Gyne- 
cology and Obstetrics. 

The more intelligent obstetrical 
management of patients, the in- 
creased safety of cesarean section, 
and the use of antibiotics have de- 
creased mortality phenomenally. 
These modern safeguards help as- 
sure a safe delivery and give the 
greatest likelihood of a normal ba- 
by to the woman who is having her 
baby in the twilight of her repro- 
ductive period. 

Late childbirth, though, still in- 
volves many real hazards which 
require careful attention. 

The results of the study, in sum- 
mary, are: 

1. One out of every four, which 
is three times the normal incidence 
in pregnant women, develop a 
toxemia of pregnancy with the 
concommitant symptoms of high 
blood pressure, dropsy, and kidney 
disorder. 

2. Uterine hemorrhage at a rate 
four times the normal hospital in- 
cidence is likely to occur. 

3. Three out of every 10 babies 
require delivery by cesarean sec- 
tion, compared to the general hos- 
pital incidence of less than five per 
100. 

4. The duration of labor approxi- 
mates that of younger mothers. 

5. Premature babies weighing 1,- 
500 to 2,500 grams are more than 
one and one-half times more fre- 
quent than the normal hospital in- 
cidence. 

6. The infant death rate of this 
group is 32 more for every 1,000 
live births than the hospital aver- 
age for younger mothers. Babies 
weighing more than 2,500 grams 
fared less well in the group of older 
women than in the general hospital 
group. 

7. The probability that a mother 
will give birth to an abnormal 
child is more than doubled for 
every five years after the age of 25. 

As to the post-delivery recovery 
of women after 40, the university 
investigators say that while it was 
difficult to obtain accurate infor- 
mation about this important period 
of childbearing, their experience is 
that elderly women recover more 
slowly than the younger ones. They 
are more likely to have minor com- 
plaints such as residual backache. 





The opposite can be true, howeve’. 
Women who have acquired the 
physical and mental attributes of 
middle age before childbirth often 
become transformed into young 
women again when they bear a 
child. They have the zest and 
sparkle that is youth. 


Normal Blood Pressure 


Few functions of the body have 
been studied so extensively as hu- 
man blood pressure. Nevertheless, 
there is still a wide divergence of 
opinion among authorities on the 
range of this important physiologic 
measurement. More than a genera- 
tion ago clinicians accepted as nor- 
mal an appreciable increase with 
advancing years of systolic blood 


‘ pressure. Hence the formula, ‘100 


plus the age.” 

Within the last 25 years, how- 
ever, the highest acceptable read- 
ing of the systolic blood pressure 
has been persistently lowered so 
that 140 mm. of mercury is gener- 
ally regarded, irrespective of age, 
as the ceiling level. Published re- 
ports dealing with younger groups 
indicate that normal diastolic blood 
pressure probably never exceeds 
90 mm. Certainly no higher limit 
would seem acceptable after mid- 
dle age. 

Of all the factors which may in- 
fluence normal blood pressure, re- 
cent investigations support only 
one — age. In the correlation of 
blood pressure with age, two char- 
acteristic patterns are observed. An 
elevated systolic blood pressure 
with normal or low diastolic blood 
pressure—for example, 170/70—is 
seldom associated with significant 
abnormalities of the cardiovascular 
system. 

The frequency of this type of 
systolic hypertension increases ap- 
preciably with age. Such elevation 
of the systolic blood pressure has 
been attributed to the diminution 
in the elasticity of the aorta and its 
large branches. Arterial rigidity, as 
well as the systolic hypertension to 
which it frequently gives rise, is 
considered comparable to such 
physiologic changes as occur with 
advancing years in the hair, skin, 
skeleton and other body structures. 

Age, however, does not influence 
blood pressure solely through in- 
volutionary vascular changes. A 
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“Amazing discrepancies... usually exist between the food the patient eats 
991 


and that which the surgeon [or physician] thinks the patient eats. 


Among medical and surgical patients, it is particularly important to elimi- 
nate any discrepancy between vitamin needs and vitamin intake by re- 


inforcing a good diet with multivitamins in therapeutic potencies. “A good 


capsule of this type is Upjohn’s Zymacaps.”* 


1. Canada M. A. J. 54:283 (Mar.) 1946. 
2. J. South Carolina M. A. 44:17 (Jari.) 1948. 


Each Zymacap* provides: Vitamin A 12,500 U.S. P. units 
Vitamin D 1,000 U.S. P. units 
Thiamine Hydrocliloride___.. 5 mg. 
Riboflavin 
Pyridoxine Hydrochloride 


Calcium Pantothenate 


* Trademark, Reg. U. S. Pat. Off. 
Upjoh 
pjyo 11M fine pharmaceuticals since 1886 
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neurogenic factor operates in addi- 
tion to the vascular one. By means 
of the cold pressor test it has been 
shown that under a standard stim- 
ulus the response of blood pressure 
increases progressively as persons 
grow older. 


Thus the neurogenic factor tends 
to produce a second pattern, eleva- 
tion of both the systolic and dia- 
stolic pressure, while the vascular 
factor tends to increase only the 
systolic level. Simultaneously it 
depresses the diastolic. The com- 


bined effect of these influences is a 
marked augmentation with age of 
the systolic reading with but little 
change in the diastolic reading. 

These findings indicate that the 
significance of the systolic reading 
should, therefore, be de-empha- 
sized in the later decades of life, 
since it is the diastolic level alone 
which can establish the existence 
of high blood pressure and associ- 
ated cardiovascular disease. 


The current standards of normal 
blood pressure and attitude toward 





IF YOU WANT REALLY 


CLEAN FLOORS... SEND 


FOR ME... 


I’M BRITEN-ALL 


There’s no halfway action from BRITEN-ALL. It cleans 
floors really clean . . . restores the sparkling new-like sheen. 
BRITEN-ALL attacks and dislodges surface grime... and 
underneath. It cleans the pores in the floors. Users 
can tell you BRITEN-ALL is better... quicker... 
more economical. And ABSOLUTELY SAFE— 
there’s nothing in BRITEN-ALL to injure the 


the hypertensive patients have 
done immeasurable harm both 
through improper diagnosis anid 
overemphasis of a disease which as 
yet has no effective therapy. As 
matters now stand, most patients 
probably ought never to be told 
that they are hypertensive. 


Food Allergy Fever 


A final diagnosis of fever of un- 
determined origin should not be 
accepted until the possibility of 
food allergy as the inciting cause is 
investigated. Obscure fevers often 
have been attributed to brucellosis, 
psychogenic factors and at other 
times have led to operations for 
the removal of tonsils, sinuses and 
other organs. They frequently have 
been the chief reason for prolonged 
unnecessary inactivity, vacations 
and periods of bed rest. 

The cause of allergic fever is not 
definitely established, but a pos- 
sible explanation is a disturbance 
in the temperature regulating cen- 
ters of the brain causing a localized 
or generalized allergic reaction 
with the production of fever. 

In the Annals of Allergy, Dr. Al- 
bert H. Rowe, University of Cali- 
fornia Medical School allergist, has 
published a fever chart of a food 
allergy fever patient. She was a 
girl of 18 who had been terribly 
weak all her life and was bothered 
with bowel symptoms. Her fever 
caused her to be hospitalized for 
four and one-half months, during 
which time exhaustive laboratory 
and clinical investigations were 
made. One diagnosis was psycho- 
genic fever. 

An elimination diet excluding 
the common allergy-causing foods 
brought her fever, sometimes as 
high as 103°F., down to normal in 
24 hours. By adding one food at a 
time to her strict diet, it was deter- 
mined that the girl was suffering 
from allergy to milk, a common 
cause of gastrointestinal allergy. 


finest of floors. Try it. ew 
In her weakened condition, she had 
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VESTAL ELECTRIC 
FLOOR MACHINE 


Scrubs and polishes 
faster. Easy to operate. 
Sturdy, perfectly bal- 
anced construction. Ex- 
h ceptionally quiet. 


VESTA-GLOSS 


A scientifically balanced 
waterproof heavy duty 
floor finish that dries to 
a bright uniform lustre 
without polishing. Use it 
in cooperation § with 
BRITEN-ALL to protect 
your floor investment. 


ST. LOUIS + NEW YORK 





been fed large quantities of milk 
all her life in order “‘to build up her 
strength.” After one week of elim- 
ination therapy, this patient left 
the hospital stronger than at any 
time in her life. In three weeks her 
weight went up from 108 to 119 
pounds. Eventually she weighed 
132 pounds. Five years later she 
was still well and free of fatigue. 
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Commodity Indexes Show Still 
HIGHER PRICE LEVELS 


UGUST WAS a month of ups and 
downs for wholesale com- 
modity prices. They went up the 
first week, down the second, up the 
third and down the fourth — but 
they managed to end the month 
just a little higher than when they 
began it. This is 1948 custom. On 
August 7, 14 and 21, the average in- 
dex for all commodities exceeded 
the previous all-time peak. 

Wholesale commodity prices on 
August 28 averaged 168.4 per cent 
of their 1926 ‘“‘normal-year”’ levels, 
a 2.4 per cent increase since Janu- 
ary 3 and 9.4 per cent above their 
levels of a year ago. 

Farm products, textiles, raw ma- 
terials and chemicals declined 
slightly in August, but hardly 
enough to indicate a trend. Every- 
thing else went up, led by building 
materials and semi-manufactured 
articles. 

Building materials, on the whole- 
sale market, now cost more than 
twice what they did in 1926. Table 
2 shows that brick and tile, cement, 
paint, plumbing and heating ma- 
terials, and structural steel have not 
risen above the average 168.4 index, 
but that lumber has shot sky-high, 
dragging the building materials in- 
dex along. Wholesale lumber, in 
July, brought about three and one- 
sixth times as much as its 1926 
base price. 

Since the start of this year, fuel 
and lighting materials and building 
materials have led the increase in 
wholesale commodity prices, each 
advancing almost seven per cent. 
These items have also led the up- 
ward trend since a year ago. In that 
time, fuel and lighting materials 
have risen more than 20 per cent 
and building materials nearly 13 
per cent. Manufactured products 
are more than 10 per cent higher 
than a year ago, and foods are up 
about 9 per cent. 

The commodities which have de- 
creased since the first of the year 
are farm products, which are down 
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5 per cent; chemicals, down 2.1 
per cent, and raw materials, down 
1.5 per cent. 


Based upon dollar-for-dollar 
values for 1926, the average 
wholesale commodity dollar for the 
month of July was worth only 59.3 
cents, a new all-time low. It had 
improved fractionally by August 
28, but the average for August 


should turn out to be even lower— 
about 59.2 cents. 

These price studies by the Bu- 
reau of Labor Statistics have been 
gaining more and more recognition 
as a yardstick for measuring infla- 
tion. Recently a large automobile 
corporation granted pay boosts to 
thousands of workers on the basis 
of Labor Department figures. 

Last month the hospital field rec- 
ognized their value. Associated 
Hospital Service, New York’s Blue 
Cross Plan, adopted a new formula 
for making extra payments to its 
260 participating hospitals, with the 
size of its payments depending upon 
Labor Department price indices 
(see Prepaid Care, news section). 
This may set a pattern and bring 
new meaning to these price reports. 





. Jan. 3 July 31 
COMMODITY 1948 1948 


All commodities 
Farm products 
All foods 
Textile products... 
Fuel and lighting 
materials... ie 
Building materials....... ; 
Chemicals and 
allied products ... 
Raw materials 
Semi-manufactured 
renee : 149.9 
Manufactured 
products 148.9 


Source: Bureau of Labor Statistics. 
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TABLE 1-FRACTIONAL ADVANCES 


Weekly Index Numbers of Wholesale Prices—1926=100 
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The weekly index is calculated from a one-day-a-week price. It is designed as an indication of 
week-to-week changes and should not be compared directly with the monthly index. 








July July 
COMMODITY 1938 1940 


All commodities ... 
Farm products....... 
Foods 
Textile products 
Cotton goods ae. 
Fuel and ae | materials... 
Anthracite coal.. . 
Bituminous coal.. 
Electricity 
Gas .. seepateataneiars 
Building “materials ............... 
Brick and tile 
ee eee ea eee 
Lumber 
Paint and paint materials.. 
Plumbing and heating materials 
Structural steel 
Other building materials............ : 
Drugs and pharmaceutical 
materials 
Raw materials 
Semi-manufactured articles. 
Manufactured products ............ 
Purchasing power of dollar 
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*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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TABLE 2—YARDSTICK FOR INFLATION 


Monthly Index Numbers of Wholesale Prices—1926=100 
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Newest Association Manual Isa 


FOOD PURCHASE GUIDE 





NE OF THE MOST difficult jobs 

faced by the hospital pur- 
chasing agent is to draw up pro- 
duct specifications that are con- 
sistent with hospital requirements. 
Among the most complicated of 
these are the specifications for 
fruits and vegetables. Knowing 
this, the American Hospital Asso- 
ciation has prepared and published 
“The Manual of Specifications for 
Canned Fruits and Vegetables.” 

It is, in effect, a guide to wise 
purchasing. If used properly it 
should represent a great economy 
to every hospital regardless of size. 
It is a manual that should be an 
everyday reference for the person 
in charge of this phase of hospital 
purchasing. There is but one pre- 
requisite to the success of the man- 
ual. The hospital must purchase 
according to specifications and fol- 
low up with inspection to assure 
itself that specifications are fol- 
lowed. If that is not a standard 
practice in the hospital, the manual 
will show the way for this one seg- 
ment of hospital purchases. 

To simplify the task of the pur- 
chasing agent and the use of the 
manual, two charts are included. 
One is a buying chart, the other a 
serving chart. 

The buying chart is a summary 
of the product specifications essen- 
tial to intelligent purchasing. It 
was designed to conserve the pur- 
chasing agent’s time when prepar- 
ing an order for bids. The chart 
contains all pertinent information 
required to write specifications for 
each item. The use of standard 
specifications, however, should not 
preclude an invitation to vendors 
to give further information on 
available products and desirable 
buys in the market. 

The serving chart shows the 
average number of servings in each 
container and aids in determining 
quantity requirements. It includes 
information on container sizes in 
which the product is commonly 
packed, net weights, measure of 
contents, size of each serving and 
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the number of servings in each 
container. Using this chart, the 
cost for each serving may be calcu- 
lated when comparing commodity 
prices. 

Standardization of canned pro- 
duct purchasing can be instituted 
through the use of the manual be- 
cause fixed qualities, types, styles, 
sizes or counts and packing medi- 
ums or syrup densities have been 
assembled for the various grades 
of each product. The information 
reflects the experience of product 
users who are well known for their 
buying methods in providing insti- 
tutions with an economical as well 
as satisfactory food service. 

All specifications are based on 
established standards for which 
there are adequate descriptive 
trade terms. The quality descrip- 
tions follow the U.S. Department of 
Agriculture Standards for Grades. 

By carefully reading the speci- 
fications in the manual, the pur- 
chasing agents and users will be- 
come familiar with the description 
of the product under each grade. 
This knowledge will assist them in 
selecting the grade to meet par- 
ticular needs. Thus it may become 
apparent that two grades may be 
acceptable. Grade A tomatoes, for 
example, may be desired for table 
use and lower grade tomatoes may 
be acceptable for soups and sauces. 
The manual makes quality descrip- 
tion comparisons an easy matter. 

At another time it may be shown 
that the cost for a serving of a 
Grade A fancy product may be 
equal or less than that of a lower 
grade. This depends upon size and 
pieces of the product, the market 
conditions, quantities packed in 
each grade and consumer demand. 
The vendor ‘usually will assist by 
suggesting buys of this kind. 

Such products as canned apple 
sauce and canned asparagus have 





The Purchasirg department is edit- 
ed by Leonard P. Goudy, purchasing 
specialist. 

















only two grade packs—Grade A cr 
fancy and Grade C or standard. The 
omission indicates that only two 
grades are necessary for general 
consumer use. To-establish another 
grade would defeat the purpose of 
standardization. 

Though quality or grade is im- 
portant in preparing specifications, 
additional requirements must be 
listed in order that the needs of the 
user will be described fully. This 
additional product information is 
listed in the manual. Following 
each product’s grade description is 
this information: 

Type: This is shown when more 
than one type of each product is 
available (example: peas, early or 
sweet). The manual describes the 
distinguishing characteristics of 
the various types and makes sug- 
gestions for selecting according to 
the proposed use. 

Style: Products may be packed in 
more than one form (example: 
sweetened or unsweetened). 

Size: When size is a factor, the 
various sizes available are listed 
with complete descriptions from 
which the purchaser may make se- 
lections. 

Range of count: Where count is 
important it is included. It is usu- 
ally related to grade. Suggestions 
are included for selecting the size 
or range of count which will be 
satisfactory to the quantity user 
and economical to the purchaser. 

Packing medium: In a recent no- 
tice of judgment under the federal 
Food, Drug and Cosmetic Act it 
was shown that syrup densities of- 
ten were misrepresented on the can 
label. The syrup density for each 
product given in the manual con- 
forms to that used in commercial 
packs and meets the requirements 
of the average hospital. 

Other factors: Size and types of 
containers often are listed. These 
specifications change from time to 
time. Where this is an important 
factor, information is included. 
Minimum drained weight is an- 
other important factor. The manual 
contains a description of the 
equipment needed and method of 
determining drained weights of 
products. Determining drained 
weights as a part of inspection 
should be considered especially by 
hospitals making large purchases 
of canned foods. 
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meets the demand of hospitals for a new line of furniture 
and equipment—totally non-corrosive, yet priced low enough 
to permit institutions with low budgets to participate. Made 
of aluminum and stainless steel, the bassinet above is a 
representative unit of Alumiline. Its smooth, modern design 
surpasses today’s finest all-stainless steel units in utility and 
aseptic construction, yet costs one-third less. Write today 


for complete brochure on Alumiline, the completely new, 


non-corrosive hospital furniture. 
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1831 Olive Street « St. Louis 3, Missouri 
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PURCHASING NOTES _ 





General confusion exists, not 
only among hospital purchasing 
agents, but among _ purchasing 
agents generally over their posi- 
tions under the various fair-trade 
laws. 

The Robinson-Patman Act pro- 
hibits preferential prices. It is an 
anti-discrimination bill. It was 
drawn up to prevent one retailer 
or consumer from securing lower 
prices than other buyers. 

Because hospitals and _ other 
charitable and nonprofit institu- 
tions are not competitive enterpris- 
es, they are exempt from the pro- 
visions of this act. Manufacturers 
are governed only by their own 
policies when dealing with hospi- 
tals. No other restrictions are im- 
posed by the Robinson-Patman Act 
and the manufacturers are free to 
deal directly and to give preferen- 
tial prices or quantity discounts. 

The act states that fair-trade 
prices may be established and will 
prevail except to hospitals and such 
other institutions as are specifically 
mentioned. 


Business Survey 


Hospital purchasing agents may 
look for yet another increase in 
price levels by the end of the year, 
but at that time prices may level 
off. This possibility was suggested 
by the Purchasing Agents Associa- 
tion of Chicago after a business 
survey of its membership. 

The association, to a large extent, 
represents manufacturers of metal 
products, that type of industry that 
predominates in the Chicago area. 
In its latest survey, the association 
found 88 per cent of its members 
reporting higher prices in effect 
from vendors as a result of the 
third round of wage increases and 
the increase in steel prices. 

It is expected that this will be 
reflected in higher retail prices (to 
hospitals and other ultimate con- 
sumers) toward the end of the 
year. Two-thirds of those report- 
ing expected to raise their selling 
prices about 10 per cent. 

The members expressed opinion 


Fair-Trade Laws and Hospital Purchasing Practices 


to the survey committee that prices 
will even off at this new level to- 
wards the end of the year. 

The survey showed also that 
there is a trend toward the return 
of normal purchasing policies and 
conditions. These were some of the 
findings: 

1. Deliveries continue to im- 
prove and are approaching the nor- 
mal time necessary for’ scheduling 
orders. 

2. There is no question about 
higher prices. Eighty-eight per cent 
reported increases. 

3. Inventories remain practically 
the same. There is a slight decrease 
in the number reporting smaller 
inventories. 

4. Employment is steady. The 
number reporting more employees 
was identical to those reporting 
less. 

5. Order backlogs declined, but 
not as rapidly as in the past. 

6. There is little change in buy- 
ing policies. Eighty-nine per cent 
still purchase for 90 days or less. 
Four per cent purchase for more 
than that. 

7. Most members reported busi- 
ness conditions the same. 


Clinical Thermometers 


If present experiments are suc- 
cessful, hospitals may yet have 
clinical thermometers with more 
permanent markings. The National 
Bureau of Standards is working 
with plastic pigments; 2,000 ther- 
mometer stems were made there 
and are being subjected to condi- 
tions simulating those encountered 
in normal use. 

So far the results are not con- 
clusive, but it is hoped that a plas- 
tic pigment will be developed 
which is more universally resistant 
to the antiseptics in common use 
and also to the mechanical cleaning 
processes usually employed. 

The greatest enemies of former 
and most new pigments appear to 
be alcohol, soap and ordinary 
washing and drying.—LEONARD P. 
GOUDY. 
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THE HOUSE of Delegates conducted its first business meeting Sunday, September 19. On the agenda were reports of the councils on public 
relations, administrative practice, prepayment plans and hospital reimbursement, and government relations; also the treasurer's report. 


Report on the 


50th ANNUAL CONVENTION 


Atlantic City, September 20-23 

Although circumstances called 
for extra ceremony, and there was 
some, the Association’s golden an- 
niversary meeting held to a long 
established tradition of ‘mostly 
business.” 

Program participants and House 
of Delegates alike addressed them- 
selves to the problems that harass 
hospital administration— and on 
occasion threaten the hospital. 

In 1998 the members of a cen- 
tennial convention committee may 
wonder what was worrying their 
predecessors back in the quaint 
days of 1948. For them it may be 
recorded that hospitals still were 
struggling with the after-effects of 
war. They were neck deep in a 
rising tide of inflation. They were 
more than a little buffeted by the 
cross-winds of expansion. 

The fiftieth convention varied 
enough from the usual pattern to 
be memorable. The program itself 
was a departure, and apparently a 
popular one. For many years half 
the daytime hours were booked for 
general sessions, and half for small 
sectional meetings. 

This year, general sessions were 
continued, with speakers from out- 
side the field, while each morning 
was given over to a single large 
meeting with planned discussion of 
current problems. The hall seated 
2,000. It was filled or nearly filled 
for all meetings, and a vote by the 
audience at one session registered 
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an overwhelming preference for 
this type of program next year. 

This convention was notable as 
the birthplace of several organiza- 
tions. The assembled members of 
women’s hospital auxiliaries took 
steps to form the first national or- 
ganization of its kind—and New 
Jersey was first with a statewide 
association. After more than a year 
of discussion and planning, hospi- 
tal consultants set up their own 
association and elected officers. The 
first national association of rescue 
squads also was formed. 


MR. NORBY, president 


It is doubtful whether any earli- 
er convention was the occasion for 
so many awards and citations. Most 
impressive, of course, was the As- 
sociation’s honoring of 51 persons 
and nine foundations for their con- 
tributions to the causes of better 
hospital care and better health. The 
Association itself, and persons con- 
nected with it, were honored by 
the presentation of plaques and ci- 
tations, by telegram and letter. 

Seven years had passed between 
visits to Atlantic City, and so a 
fair proportion of those attending 
were properly impressed by the in- 
comparable convention facilities. 
The weather was perfect. Attend- 
ance reached a new high, an esti- 
mated 8,000, with final calculations 
still to be made. Exhibits were 
more numerous and _ seemingly 
more attractive. 





PROBLEMS 





“The problem of financing hos- 
pital care can be briefly stated as 
the difficulty of contending on the 
one hand with an annually increas- 
ing number of patients and con- 
stantly improving standards of 
service and, on the other hand, 
with diminishing gifts, lessened 
return from existing endowments, 
and progressive increases in gen- 
eral overhead.” 

This quotation is from the paper 
read by Lewis L. Strauss, financier 
and hospital trustee. It touches on 
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most of the program discussion and 
much of the business before the 
House. 


Inflation 


The spectacle of red figures in a 
period of plenty was no longer 
novel by convention time. On the 
contrary, such a predicament was 
becoming dangerously familiar, 
and some major changes appeared 
to be in order. Altogether four 
problems growing directly or indi- 
rectly out of inflation were consid- 
ered. 

Indemnity: One was the indem- 
nity contract between hospitals and 
Blue Cross plans. Indemnity was 
given no solid support on the floor, 
but it was defended as an unavoid- 
able expedient during these times, 
and under some circumstances. No 
Blue Cross plan offers or ever did 
offer a complete service benefit 
contract, it was pointed out, but 
three-quarters of those now oper- 
ating come reasonably close. Those 
present were reminded that wher- 
ever the public has been given a 
chance to choose between higher 
rates with service benefits and 
lower rates with indemnity, higher 
rates have won. 

More revenue: The question was, 
“Why should ward rates be below 
cost?’”’ And the answer appeared to 
be, “They shouldn’t.’”’ Arguments 
supporting this answer were par- 
ticularly strong with respect to the 
care of government patients, with 
the stream of discussion running 
thus: 

The danger of pricing hospital 
care out of the market is great 
enough in these days when the pri- 
vate room patient is asked to subsi- 
dize the private ward patient. It is 
very great indeed when the private 
room patient must subsidize the 
ward patient who is admitted un- 
der contract with a government 


MR. HATFIELD, president-elect 


agency. An audience poll showed 
that all but a few hospitals offer 
ward rates below cost of service, 
despite a widespread conviction 
that it is wrong to do so. 

Supporting this conviction, the 
House of Delegates voted a resolu- 
tion urging the repeal of state laws 
that now prohibit government 
agencies from paying hospitals 
their costs in caring for industrial 
accident patients. 

Lower charges: Most patients who 
enter the hospital are subject to 
two financial hazards which in- 
volve the medical staff. One is un- 
necessary surgery and one is the 
fee charged for such specialty 
services as radiology and pathol- 
ogy. This discussion emphasized a 
few established facts that some- 
times are forgotten. 

There are, for example, five rea- 
sons why surgery is performed un- 
necessarily: (1) Greed on the part 
of a surgeon, (2) inexperience and 
excessive ambition on the part of 


youngsters, (3) poor diagnostic 
facilities, (4) insufficient policing 
by the medical staff, (5) indifferent 
board supervision of the staff's 
policing activities. 

Three of these—the first, second 
and fourth—may be charged 
against the staff; the third and 
fifth jointly against administration 
and board. No specific solution was 
offered the individual hospital, but 
for the hospitals within a commu- 
nity, Guy J. Clark outlined briefly 
an effective program of the Cleve- 
land Hospital Council. 

The discussion of specialty fees 
and how they affect hospital f- 
nanees—as well as patient finances 
—brought those who listened up to 
date on this perennial problem. 
The specialists have been more ac- 
tive than usual in accusing hospi- 
tals of practicing medicine when 
patients are charged more than the 
specialists receive. They continue 
to demand that hospitals quit sup- 
porting other departments out of 
revenue from such as the radiology 
department. 

They hold that this is exploita- 
tion of the patient, while hospitals 
continue to hold that the mosi 
widely advocated alternative—di- 
rect billing by the specialist—can 
become exploitation of the patient 
on a much less defensible basis. 

A universally acceptable solution 
could hardly be expected to result 
from the discussion, and none did. 
The House of Delegates, however, 
voted reapproval of the 1939 Prin- 
ciples of Relationship Between 
Hospitals and Radiologists, Anes- 
thetists, Pathologists. 

Stability: All operating problems, 
serious as they are, were over- 
shadowed by the question of how 
voluntary hospitals can remain fi- 
nancially sound during this period. 

Mr. Strauss, quoted above, re- 
viewed the situation in detail and 


NEW TRUSTEES of the Association are (left) Dr. Charles F. Wilinsky of Beth Israel Hospital, Boston; the Rt. Rev. Msgr. John J. Healy of 
Little Rock, Ark.; F. Ross Porter of Duke Hospital, Durham, N. C. Dr. A. C. Bachmeyer (right), of Chicago, was re-elected treasurer. 
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concluded that some way must be 
found to support the nongovern- 
mental hospital with local tax 
funds. He expects today’s dilemma 
to endure for an indefinite period. 
He believes the federal govern- 
ment should be limited to super- 
vision and coordination of tax sub- 
sidy operations, and his solution 
was not unlike that offered by the 
Taft National Health Bill, although 
he made no reference to it. 

The House recognized this as a 
long range problem and so ap- 
proved two resolutions. One would 
authorize a two-year commission 
study of hospital finances, and the 
other a nationwide publicity pro- 
gram. Both are described else- 
where in this section. 


Expansion 

Under other circumstances ex- 
panding to meet new demands for 
service would be a pleasant experi- 
ence, but in this period of turmoil 
the transition turns out to be a 
variety of unrelated pains. 

Contract care: One example is 
the tremendous growth of Blue 
Cross and Blue Shield plans. Dur- 
ing the last year of Association op- 
erations, it is probably true that 
more conference time has been 
devoted to this than to any other 
current project. Negotiations have 
been under way for (a) uniting the 
efforts of hospital and medical pre- 
payment plans, (b) developing a 
vehicle for national coverage that 
can fit into individual plan activi- 
ties, and (c) doing this without de- 
stroying the natural and essential 
tie that binds Blue Cross plans and 
hospitals. 

Because the large scheme has not 
yet been worked out in full de- 
tail, the problems involved were 
not part of the convention pro- 
gram. The House of Delegates, 
however, cleared a path by putting 
its stamp of approval on the or- 
ganizational structure that had 
been approved earlier by the Board 
of Trustees. 

Bed capacity: One part of the pro- 
gram was a search for the answer 
to this question: “Are we in dan- 
ger of building too many beds?” A 
wide divergence of opinion devel- 
oped and there was no clear-cut 
conclusion. The consensus never- 
theless appeared to be that the ad- 
dition of beds, particularly ob- 
Stetrical beds, should be planned 
with caution until economic con- 
ditions are better stabilized. 

_ The greatest single element of 
instability and uncertainty came in 
for discussion before the House of 
Delegates. President Davis sum- 
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THREE NEW Association vice presidents were elected by the House of Delegates. They are 
(left) Dr. Edwin L. Crosby, first; Mary C. Schabinger, second; William P. Butler, third. 


marized the problem presented by 
a continuing expansion of the vet- 
erans’ hospital system without re- 
gard to the nation’s need for new 
beds. In a detailed resolution the 
House again urged that Congress 
establish a clear-cut policy which 
would result in a real integration 
of hospital facilities, embracing all 
governmental and all nongovern- 
mental hospitals. 

Staffing: One of the most spirited 
discussions developed from this 
question: “What type of auxiliary 
nursing personnel is needed for 
the care of patients in hospitals?”’ 
Again there were many differences 
of opinion as to the desirability of 
increasing the proportion of nurse 
aides to graduate nurses, as to 
whether there should be two kinds 
of nurses or only one kind who 
would be assisted with her more 
onerous duties, and as to whether 
auxiliary nursing makes for econo- 
my of operation. 

As the discussion ranged over re- 
lated subjects, surveys of current 
practice and current opinion among 
those present produced some in- 
teresting facts: 


ONE OF the honorary fellowships conferred 
by the college went to Dr. Harley A. Haynes. 


1. A majority of hospitals are 
now using nurse aides with very 
little training. 

2. Fewer than half as many are 
using practical nurses. 

3. A majority would use more 
practical nurses if they were avail- 
able. 

4. Considerably less than one per 
cent of those present are training 
practical nurses. 

5. A modest minority are using 
clerks on their nursing units. 

A variety of answers came from 
this pertinent question: “Why do 
graduate nurses resent the pres- 
ence of nurse aides?” Because (1) 
The nurse aide’s salary is too close 
to that of the registered nurse, 
(2) nurse aides have a tendency 
to pass themselves off in public as 
registered nurses, and (3) regis- 
tered nurses have not been prop- 
erly instructed on how to make 
use of this new type of hospital 
worker. 

To the extent that a consensus 
could be recorded, it was this: The 
nurse aide probably is here to stay, 
she can never take the place of a 
competent nurse, and her occupa- 
tion should be so named that there 
can be no confusion about her re- 
lationship to the professional care 
of patients in the hospital. 


OFFICERS 


The annual banquet on Thurs- 
day evening marked the end of 
Graham L. Davis’s year as presi- 
dent. During the program he 
turned the badge of office over to 
Joseph G. Norby. At the same 
time, a new slate of officers, ap- 
proved at the House of Delegates 
business session Wednesday eve- 
ning, took over their new posi- 
tions. 

John N. Hatfield, administrator 
of Pennsylvania Hospital, Phila- 
delphia, is the president-elect. Mr. 
Hatfield, who has been chairman 
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PAST PRESIDENTS, Award of Merit winners, honorary members and the men and women named in the list of 50 representative persons who 
made outstanding contributions to hospitals were special guests at the Tuesday Honor Night celebration at the Atlantic City meeting. 


of the Council on Government Re- 
lations for several years, will be 
inducted as president at the close 
of the 1949 convention. 

Other elected officers are: First 
vice president, Dr. Edwin L. Cros- 
by, director of Johns Hopkins 
Hospital, Baltimore; second vice 
president, Mary C. Schabinger, 
superintendent of De Ette Harrison 
Detwiler Memorial Hospital, Wau- 
seon, Ohio; third vice president, 
William P. Butler, manager of San 
Jose (Calif.) Hospital. Dr. Crosby 
has been chairman of the Council 
on Education and Mr. Butler has 
been a member of the Council on 
Association Relations. 


Dr. Arthur C. Bachmeyer, di- 
rector of the University of Chicago 
Clinics, was re-elected treasurer. 


Trustees: Three new members 
were named to the Board of Trus- 
tees. They are Dr. Charles F. Wil- 
insky, executive director of Beth 
Israel Hospital, Boston; the Rt. 
Rev. Msgr. John J. Healy, director 
of hospitals for the Diocese of Little 
Rock, Ark., and F. Ross Porter, 
administrative assistant at Duke 
Hospital, Durham, N.C. 


Delegates: The House also elected 
four new delegates-at-large. They 
are: Frank J. Walter, administra- 
tor of Good Samaritan Hospital, 
Portland, Ore.; Nellie Gorgas, su- 
perintendent of St. Barnabas Hos- 
pital, Minneapolis; Dr. Frank R. 
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Bradley, director of Barnes Hos- 
pital, St. Louis, and John H. Hayes, 
superintendent of Lenox Hill Hos- 
pital, New York City. 





HOUSE OF DELEGATES 





No administrative problems have 
been more onerous during 1948 
than those growing out of operat- 
ing deficits. With no easy solution 
in sight, the House of Delegates 
moved to get at the real source 
of trouble. 

The House approved establish- 
ment of a working commission, to 
be organized along the lines of the 
Commission on Hospital Care, that 
will look for the answers to these 
questions: Who provides the care? 
Who uses the care? Who pays for 
the care? 

The answers that will be provid- 
ed by the commission would be the 
rough material prerequisite to 
working out new principles of 
reimbursement. 

This commission would be made 
up of a representative group of 
civic-minded persons selected by a 
special organizing committee of the 
Board of Trustees, and would be 
financed by outside funds. It would 
function as an independent agency 
over a two-year period. 

Some causes of deficits are well 
known now. For one thing, it is no 


secret that many state and local 
government agencies do not pay 
full costs for the patients they 
sponsor. The House took formal 
note of this in a resolution urging 
the removal of legal restrictions on 
payments to hospitals for the care 
of industrial accident patients. 

Veterans’ care: The House ad- 
dressed itself to Congress too. It 
asked that the construction of vet- 
erans’ hospitals for general med- 
ical and surgica! care be limited 
immediately, unless the hospitals 
are associated with medical cen- 
ters. The House looked back to the 
forty-ninth convention resolutions 
to note that integration of veterans’ 
hospitals with those being planned 
and built under the Hospital Sur- 
vey and Construction Act has not 
been accomplished. It again asked 
that integration become a matter 
of congressional action. 

Prepayment: Following approval 
of the Board, the House endorsed 
the creation of two new organiza- 
tions that should do much to in- 
crease the effectiveness of volun- 
tary prepayment plans. (See Pre- 
paid Care, News Section.) 

Plant operation: Two resolutions 
which originated in the Council on 
Hospital Planning and Plant Oper- 
ation were approved. One of them, 
on accident prevention, contains 
three recommendations, asking that 
hospitals: (1) Give particular 
study to the underlying causes of 
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accidents, (2) take prompt steps to 
educate employees in accident pre- 
vention measures, and (3) estab- 
lish a continuing program of acci- 
dent prevention designed to keep 
employees conscious of safety haz- 
ards and eventually reduces acci- 
dent rates in the _ individual 
hospital. 

The resolution on the fire safety 
program suggested that hospitais 
make structural changes necessary 
to keep fumes and smoke from pa- 
tient areas, establish housekeeping 
and maintenance routines to elim- 
inate common fire sources and ob- 
stacles to evacuation of fire-threat- 
ened areas, and conduct employee 
training programs. 

By-Laws: Two By-Law amend- 
ments were acted upon favorably. 
One differentiates between profit 
and nonprofit organizations for 
payment of dues by Type IV as- 
sociate institutional members. The 
other changes the dates specified 
for payment of dues by Blue Cross 
plans. (A full explanation of these 
amendments may be found on page 
74 of HOSPITALS for September. ) 

Delay: The House also: (1) En- 
dorsed a Board-approved national 
public relations program for hos- 
pitals,; recommending that addi- 
tional steps first be taken to get 
more widespread hospital backing; 
(2) asked that the statement, 
“Hospital Aims for Community 
Relations” be rewritten by com- 
mittee along the lines recommend- 
ed from the floor. 

Other action: The House voted to 
reaffirm the principles of relation- 
ship between hospitals, radiolo- 
gists, pathologists and anesthetists, 
and passed a resolution urging 
hospitals to employ displaced per- 
sons who are experienced in med- 
ical and hospital work. It also 
referred to the Council on Profes- 
sional Practice a request by the 


NAMED BY the Protestant Association as its 
new president-elect was L. B. Benson, D.D., 
administrator of Bethesda Hospital, St. Paul. 
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American Diabetes Association to 
cooperate in a plan for improving 
the care of diabetic patients. 
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AWARDS 


A number of awards are present- 
ed and received by the Association 
at each convention. This year, in 
honor of the fiftieth annual meet- 
ing, there were many special cita- 
tions: 





Presented 


The Tuesday evening Honor 
Night was the occasion at which 
Association awards were given. 
Nine foundations, selected for out- 
standing contributions to health, 
received bronze plaques. The 
plaques were presented by Sen. 
Lister Hill of Alabama. 

Citations and honorary member- 
ships were awarded to the 50 rep- 
resentative men and women from 


THE NEW president of the American Asso- 
ciation of Nurse Anesthetists is Mrs. Myra Van 
Arsdale of St. John's Hospital, Cleveland. 


the United States and Canada se- 
lected as outstanding contributors 
to hospitals. There were 51 persons 
on the list, but one citation was 
presented jointly to a husband and 
wife. Senator Hill also presided 
over this ceremony. 

The annual Award of Merit 
went to James A. Hamilton, pro- 
fessor of hospital administration at 
the University of Minnesota, dur- 
ing Honor Night. Graham L. Davis 
gave the award to Mr. Hamilton, 
who is the tenth person to be so 
honored. 


Received 


Seven citations were awarded to 
the Association in recognition of 
the golden anniversary. These 
were: 

A citation from the Board of 
Hospitals and Homes of the Meth- 
odist Church. It was presented at 


PRESIDENT-ELECT of the American College 
of Hospital Administratots is Hartford 
Hospital's director, Dr. Wilmar M. Allen. 


the Sunday business meeting of the 
House of Delegates. 

At the annual convocation of the 
American College of Hospital Ad- 
ministrators, the Association was 
especially honored. In addition the 
college this year gave its annual 
award of appreciation for outstand- 
ing service to hospitals to Execu- 
tive Director George Bugbee. Mr. 
Bugbee received a diamond key at 
the Monday educational session. 

The fedzral hospitals luncheon, 
Tuesday noon, was the occasion for 
another presentation. Two paint- 
ings of battle scenes were received 
by the Association then. The pic- 
tures were a gift of the U. S. Navy, 
through Adm. W. H. P. Blandy, 
Commander-in-Chief of the At- 
lantic Fleet. 

At the Wednesday evening meet- 
ing of the House of Delegates, the 
Tri-State Hospital Association pre- 
sented a citation. The Tri-State 
association is made up of hospitals 
in Illinois, Indiana, Michigan and 
Wisconsin. 

Three national organizations 
honored the Association at the 
Thursday banquet. They were the 
Catholic Hospital Association, the 
American Protestant Hospital As- 
sociation and the American College 
of Surgeons. 





AUXILIARIES 





Women’s hospital auxiliaries 
have been active in different parts 
of the United States and Canada 
for many years. Until the Associa- 
tion convention last month, no 
steps had been taken to coordinate 
the work of the 250,000 women 
taking part in these programs. 

Such a step was taken at Atlan- 
tic City, where a feature of the 
convention was the first Confer- 
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COMMITTEE MEMBERS at the first national conference of women's hospital auxiliaries were 
(left) Mrs. Allin K. Ingalls, River Forest, Ill; Mrs. Garrison Elder, Chattanooga, Tenn.; 
Association Executive Director George Bugbee; Mrs. Amos F. Dixon, Newton, N. J.; Mrs. 
Abraham Pinanski, Boston, and Mrs. J. Graham Harkness, St. Catherines, Ontario, Canada. 


ence of Women’s Hospital Auxili- 
aries. More than 400 auxiliary 
members attended. 

By the time the four-day con- 
gress ended, the auxiliaries had 
laid the foundation for a perma- 
nent organization, affiliated with 
the Association. The next move is 
up to Association officials, who will 
appoint a committee to work out 
final details. 

While the international confer- 
ence was completing its organiza- 
tion plans, 52 New Jersey auxiliar- 
ies got together and formed their 
own state organization. The first 
president of this first state associa- 
tion of women’s hospital auxiliar- 
ies is Mrs. Amos F. Dixon, head of 
the Stillwater Division of the Me- 
morial Hospital Auxiliary, Newton, 
and a member of the national aux- 
iliary committee. 


AMONG THE wives present at the convention were: (left) Mrs. A. 
C. Bachmeyer of Chicago and Mrs. Joseph G. Norby of Milwaukee. 
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OTHER MEETINGS 





Three allied associations met 
concurrently with the Association 
this year. The American Protestant 
Hospital Association’s meeting was 
held September 17-19, the Ameri- 
can College of Hospital Adminis- 
trators’ September 18-21, and the 
American Association of Nurse 
Anesthetists’ September 20-23. 


Protestants 


Three resolutions were passed 
by the Protestant association dur- 
ing its twenty-seventh annual con- 
vention. One of these asked that 
no plan or policy of compulsory 
health insurance be adopted by 
the federal government until it is 


studied fully and reported by a 
joint committee of the American, 
Protestant and Catholic hospital 
associations, the American Medi- 
cal Association and other agencies. 


Other resolutions endorsed vol- 
untary prepayment plans and old 
age and survivors’ insurance, and 
approved federal, state and local 
government aid for the medically 
indigent. 

Chester C. Marshall, D.D., ad- 
ministrator of Methodist Hospital, 
Brooklyn, was installed as presi- 
dent of the association. Newly 
elected officers include: 


President-elect,. L. B. Benson, 
D.D., administrator of Bethesda 
Hospital, St. Paul; first vice presi- 
dent, Leo M. Lyons, administrator 
of St. Luke’s Hospital, Chicago; 
second vice president, J. G. Dud- 
ley, administrator of Memorial 
Hospital, Houston; treasurer (re- 
elected), Ritz E. Heerman, super- 
intendent of Califorhia Hospital, 
Los Angeles. Albert G. Hahn, ad- 
ministrator of Protestant Deacon- 
ess Hospital, Evansville, Ind., again 
was named executive secretary of 
the association. 


College 


Four nationwide projects have 
been undertaken by the American 
College of Hospital Administrators 
to provide more and better training 
for leadership. This is a five-year 
$425,000 program, which is de- 
signed to raise the standards of 
hospital administration. Ten uni- 
versities offering courses in hospi- 
tal administration will cooperate. 

Jessie J. Turnbull, R.N., super- 
intendent of Elizabeth Steel Magee 
Hospital, Pittsburgh, was installed 
as the college president. She is 





THE NEW England Hospital Assembly secretary, Paul J. Spencer, 
brought Mrs. Spencer along to help celebrate the 50th anniversary. 
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THE BIGGEST exhibit in Association history was on display at the Atlantic City Convention Hall. A total of 289 exhibits—254 of them 





technical and 35 educational—were viewed by registrants. Also on the exhibit floor was the Association booth, an information center. 


the first woman to be so recognized 
by the college. 

Officers elected at the meeting 
are: President-elect, Dr. Wilmar 
M. Allen, director of Hartford 
(Conn.) Hospital; first vice presi- 
dent, Ernest I. Erickson, superin- 
tendent of Augustana Hospital, 
Chicago; second vice president, 
Sister Loretto Bernard, adminis- 
trator of St. Vincent’s Hospital, 
New York City. 

At the annual convocation, 19 
persons became fellows of the col- 
lege. Membership status was grant- 
ed to 63 candidates and 149 per- 
sons became nominees. 


Anesthetists 


Requirements for membership in 
the American Association of Nurse 
Anesthetists were extended to one 
full year of training, effective in 
1951. The change was approved 
by association members at the 
business session of the anesthetists’ 
fifteenth annual convention. Also 
approved was conversion of the 
association’s trust fund to an edu- 
cational fund. This will be used to 
help graduate anesthetists who 
wish to take further training. 

A proposal to establish a house 
of delegates was sent back to the 
Revisions Committee for further 
Study. 
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Mrs. Myra Van Arsdale, chief 
anesthetist of St. John’s Hospital, 
Cleveland, was elected president of 
the association. Other new officers 
are: First vice president, Mabel 
E. Courtney,. assistant director of 
the school of anesthesia at Grace 
Hospital, Detroit; second vice presi- 
dent, Ruth Bergman, chief anes- 
thetist at Northwestern Hospital, 


THE FIRST woman president of the College 
of Hospital Administrators, Jessie J. Turn- 
bull, was installed on Sunday, September 19. 


Minneapolis. Gertrude L. Fife of 
Cleveland was re-elected treasurer. 





OTHER ELECTIONS 


A number of organizations elect- 
ed new officers at special meetings 
held at Atlantic City. 


Rescue Squads: Dr. Marcellus A. 
Johnson, Roanoke, Va., was elected 
president of the International Res- 
cue and First Aid Association, at 
its first annual meeting. Other of- 
ficers are: 


Vice president, David Slayback, 
president of the New Jersey First 
Aid Council, Caldwell; treasurer, 
Donald Luther, Dunelen, N.J. 


Middle Atlantic: Organization of 
the Middle Atlantic Hospital As- 
sembly was completed during con- 
vention week. The state associa- 
tions of New Jersey, New York and 
Pennsylvania are members of the 
new regional organization. 





George H. Buck, superintendent 
of Mercer Hospital, Trenton, was 
chosen president. Moir P. Tanner, 
superintendent of Children’s Hos- 
pital, Buffalo, is vice chairman, and 
John F. Worman, executive secre- 
tary of the Hospital Association of 
Pennsylvania, is secretary-treas- 
urer. 
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Chicago: The University of Chi- 
cago Hospital Administration 
Alumni club elected new officers. 
They are: 

President, Lawrence J. Bradley, 
administrator of Genesee Hospital, 
Rochester, N.Y.; secretary-treas- 
urer, Fred Veeder, assistant di- 
rector of Barnes Hospital, St. Louis. 

Hospital Industries: During its an- 
nual meeting, Hospital Industries’ 
Association elected Thomas. G. 


Murdough of American Hospital _ 


Supply Corporation, Evanston, II1., 
as president. George J. Hooper of 
Puritan Compressed Gas Corpora- 
tion, Chicago, was named secre- 
tary-treasurer. 

The association voted to set up a 
central office in Chicago with an 
executive director. Edgerton Hart, 
vice president of Byrne Marcellus 
Company, will take that position. 

Columbia: Irving Gottsegen, as- 
sistant director of Montefiore Hos- 
pital, New York City, was elected 
first president of the Columbia 
University School of Hospital Ad- 
ministration Alumni. Secretary is 
Mary Johnson, research associate 
at Columbia. 





HIGHLIGHTS 





In addition to the formal con- 
vention program, there were many 
special events. Occasions devoted 
to business and pleasure were scat- 
tered thickly through the week. A 
few of these other events are re- 
ported briefly below: 


Federal Luncheon 

Informality was the keynote of 
the federal hospitals luncheon. 
Tracy S. Voorhees, assistant secre- 





SPEAKERS AT the federal hospitals luncheon were Assistant Secretary of the Army Tracy S. 
Voorhees and James A. Hamilton, recipient of the 1948 Award of Merit. Talking together 
at the federal luncheon on Tuesday were (left) Mr. Voorhees, Fred A. McNamara, chief of 
the Hospital Branch, U. S. Budget Bureau who served as the toastmaster, and Mr. Hamilton. 


tary of the Army and chairman of 
the medical and _ hospitalization 
committee of the Hoover Commis- 
sion on Government Reorganiza- 
tion, and James A. Hamilton, 1948 
Award of Merit winner, spoke at 
the Tuesday luncheon. 

A number of distinguished guests 
were among the 240 persons pres- 
ent. They included representatives 
of the Army, Navy, Public Health 
Service, Veterans. Administration, 
Office of Indian Affairs and the 
Federal Security Administration. 


Navy Ship 

One of the most popular special 
features was inspection tours of 
the U.S.S. Consolation, Navy hos- 
pital ship. The Consolation an- 
chored off Atlantic City late Sun- 
day, and four tours of the ship 
were arranged daily, Monday 





NEW JERSEYITES at the Monday evening party included (left) J. Harold Johnston, executive 
director of the state association; Mrs. Amos F. Dixon, state auxiliary president; Mrs. 
Johnston; Mrs. Wortman, and Dr. Herbert M. Wortman, president of the state association. 
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through Thursday. Visitors were 
ferried from the Coast Guard pier 
to the ship, seven miles offshore, 
by Navy LCI’s (landing craft, in- 
fantry). 

The Consolation is commanded 
by Capt. Richard C. Webb and 
Capt. J. W. Kimbrough, MC, is 
senior medical officer. Rear Adm. 
M. D. Willcuts, MC, commander of 
the National Naval Medical Cen- 
ter, Bethesda, Md., and Capt. F. 
P. Gillmore, MC, director of the 
finance division of the Navy Bu- 
reau of Medicine and Surgery 
worked with the Association in ar- 
ranging the ship tours. 

The Consolation was commis- 
sioned in 1945 and saw its first 
action in the Pacific. While an- 
chored off Atlantic City, 250 men 
were hospitalized aboard the ship. 


Honor Night 

One of the most solemn occa- 
sions of the fiftieth convention was 
the Tuesday Honor Night. Special 
guests for the evening included 
past presidents, honorary members 
of the Association and persons 
honored during the evening (see 
Awards). 

Sen. Lister Hill of Alabama, co- 
sponsor of the Hospital Survey and 
Construction Act, spoke during the 
Honor Night ceremonies. Also on 
the program were Dr. Charles F. 
Wilinsky, executive director of 
Beth Israel Hospital, Boston, who 
was master of ceremonies; Dr. 
George K. Strode, director of the 
International Health Division of 
the Rockefeller Foundation, New 
York. City, who represented the 
foundations, and Charles I. Dene- 
chaud Sr. of New Orleans, who 
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represented the 50 outstanding 
men and women contributors to 
hospitals. 

Graham L. Davis presided at 
Honor Night. The Rt. Rev. Msgr. 
Maurice F. Griffin of Cleveland 
gave the invocation. 


Consultants 


The first step in development of 
standards for consultation was tak- 
en officially at Atlantic City when 
the American Association of Hos- 
pital Consultants was organized. 
Twenty-five persons are charter 
members. 

By-laws, approved by the mem- 
bers, state that the aim of the asso- 
ciation is to improve consulting 
service through establishment of 
definitive standards: 

Dr. Allan Craig of Neergaard & 
Craig, New York City, was named 
president. Dr. Christopher G. Par- 
nall of Ann Arbor, Mich., is vice 
president and Jacque B. Norman, 
administrator of Greenville (S.C.) 
General Hospital, is secretary- 
treasurer. 


1949 


The Association’s fifty-first an- 
nual convention will meet at Cleve- 
land. Dates are September 26-29. 


Army Train 


Two cars of an Army hospital 
train were on display outside Con- 
vention Hall during the first three 
days of the meeting. The cars, a 
hospital unit car and a kitchen car, 
were open for inspection by visi- 
tors. 

The train was sent to Atlantic 
City by the Army Medical Corps. 
It is part of the Camp Kilmer, 


ONE FOURSOME at New Jersey Night (left) Mr. and Mrs. Richard 
O. West, Salem, Mass.; Dr. and Mrs. R. J. Marcotte, Pittsfield, Mass. 
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CATCHING up on her typing in the press 
room, Sister Mary Reginald of Dyer, Ind. 


N.J., section of the unit assigned 
to Letterman General Hospital, 
San Francisco. 


Absence 


Dr. and Mrs. Morris Fishbein, 
both scheduled to participate in the 
fiftieth convention, were unable to 
attend. Dr. Fishbein, editor of the 
Journal of the American Medical 
Association, was to have addressed 
the women’s auxiliary meeting on 
Thursday morning, and was to 
have discussed the ‘Responsibility 
of the Professions” at the Thurs- 
day afternoon Association general 
session. 

Dr. Harold Lueth, medical di- 
rector of the University of Nebras- 
ka College of Medicine Hospital; 
Graham L. Davis, and Dr. A. C. 
Bachmeyer substituted for Dr. 
Fishbein. Dr. Lueth discussed all 
professional groups except doctors 
and nurses, Mr. Davis spoke on 
nurses, and Dr. Bachmeyer dis- 








cussed the responsibility of the 
medical and clinical professions. 


Fellows 


Honorary fellowships in the 
American College of Hospital Ad- 
ministrators were conferred on 
three persons at the Sunday convo- 
cation. Honored were Annie Good- 
rich, Colchester, Mass., former 
dean and professor of nursing edu- 
cation at Yale University; Mrs. Al- 
bert G. Hahn, Evansville, Ind., and 
Dr. Harley A. Haynes, former 
treasurer of the Association and 
director of University Hospital, 
Ann Arbor, Mich., until his retire- 
ment a few years ago. 


Annual Banquet 


The fiftieth anniversary conven- 
tion closed officially Thursday eve- 
ning with the annual banquet. A 
feature of the program was induc- 
tion of Joseph G. Norby as Asso- 
ciation president for the coming 
year. 

Speaker of the evening was Cor- 
nelius Vanderbilt Jr., journalist 
and lecturer, who returned from a 
tour of Europe recently. Mr. Van- 
derbilt spoke on “Europe Today.” 
Vocal selections at the banquet 
were presented by Marjorie Law- 
rence, dramatic soprano of the 
Metropolitan Opera Association. 

The invocation and benediction 
were given by The Rev. John G. 
Martin of St. Barnabas Hospital, 
Newark. 


Formal Opening 


A flag ceremony and presenta- 
tion of the colors marked the offi- 
cial opening of the convention, 
Monday morning at the auditori- 
um. In a brief military ceremony, 
a Navy guard carried the Amer- 





TWO GENERATIONS of Hahns were present at convention. At New 
Jersey Night were the juniors—Mr. and Mrs. Jack Hahn of Ohio. 
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TWO COUPLES from Florida who attended the informal reception and buffet on Monday night 
were (left) Dr. C. C. Hillman, director of Jackson Memorial Hospital, Miami, Mrs. Hillman; 
Mrs. W. E. Arnold and Mr. Arnold, executive director, St. Luke's Hospital, Jacksonville. 


ican, Canadian and Association 
flags the length of the auditorium. 
A Marine Corps bugler blew the 
traditional color salutes. 

Mr. Davis and E. Jack Barns of 
Hospital Industries’ Association 
spoke briefly to the crowd gath- 
ered at the exhibition hall. 


Bulletin 


All institutional and personal 
members of the Association, regis- 
trants at the congress of women’s 
hospital auxiliaries and convention 





FILLING his plate at the Monday buffet was 
Dr. Vane M. Hoge, chief of the Division of 
Hospital Facilities, Public Health Service. 
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exhibitors received copies of the 
Daily Bulletin in the mail. Sent out 
immediately after the convention, 
the Bulletins were bound in a spe- 
cial four-page addition. 

The bound Bulletins will give 
persons an opportunity to keep a 
record of convention registration 
and a running story of the four 
days. 


Dr. Parran 


Dr. Thomas Parran spoke on 
“World Health and Hospitals” at 
the Wednesday afternoon general 
session. The same day, word was 
received that Dr. Parran had been 
appointed dean of the new gradu- 
ate school of public health at the 
University of Pittsburgh. The new 
school was endowed by a $13,600,- 
000 grant from the A. W. Mellon 
Educational and Charitable Trust. 


Dr. Parran recently returned 
from the World Health Organiza- 
tion meeting in Switzerland, where 
he was American delegate. Former 
surgeon general for the Public 
Health Service, he became medical 
director for that agency last win- 
ter. He is an honorary member of 
the Association. 


Blue Cross 


The Blue Cross Commission held 
an all-day meeting on Monday. At 
the Sunday House of Delegates ses- 
sion, Commission Chairman J. 
Douglas Colman presented the an- 
nual report and Dr. Paul R. Haw- 
ley, chief executive officer of the 
Blue Cross and Blue Shield Com- 
missions, spoke briefly. 

This year is the first time since 
1937 that the Blue Cross confer- 
ence did not meet concurrently 
with the Association. The confer- 
ence was scheduled for late in Oc- 
tober so that Blue Cross directors 
would have more opportunity to 
sit in on Association meetings. 


New Jersey Night 


More than 600 persons attended 
the New Jersey Night reception 
and buffet supper on Monday. The 
first evening social event of the 
fiftieth convention, the evening 
was planned to give those attend- 
ing the convention a chance to get 
acquainted. 

The New Jersey association 
host committee, in cooperation 
with the Association, planned the 
reception and buffet. Dr. Herbert 
M. Wortman, director of Moun- 
tainside Hospital, Montclair, was 
committee chairman. 





According to 


JOSEPH G. NORBY 





At the last general session of the 
convention Thursday afternoon, 
President Joseph G. Norby an- 
swered the challenges directed 
at hospitals by other fields. Fol- 
lowing are excerpts from his 
address: 


INDISPENSABLE 


The American hospital has be- 
come an indispensable part of the 
public health machinery of our 
country. In it we have developed 
a precision service which is con- 
tinuously required by the great 


craftsmen of the medical profes- 
sion in order that they, using our 
facilities, may fully meet the health 
requirements of the American peo- 
ple. 

Hospitals are welding together 
the curative and preventive health 
services which are so necessary to 
the maintenance of a high level of 
health throughout the nation. Our 
great lifesaving and healthgiving 
hospital organizations have grown 
to their present eminence through 
careful attention to helpful sugges- 
tions and expressed desires of all of 
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AMONG THE 600 present at Honor Night were (left) Maurice Goldblatt, Chicago, one of 
the 50 representative persons named as outstanding contributors to hospitals; Mrs. Goldblatt, 
Mrs. Scheele, and Dr. Leonard A. Scheele, surgeon general, U. S. Public Health Service. 


the groups which have an interest 
in the problem. 


FOUNDATIONS 


Our efforts all must be laid on a 
foundation of simple, solid fact to 
accomplish our broad purposes. 
This democracy of which we hos- 
pital people are an important part 
in America is dependent for its 
success on (1) the individual’s in- 
telligence, (2) public integrity, and 
(3) the people’s health. As citizens 
of the country and as members of 
the hospital family, we believe in 
democracy, and we are concerned 
with all the elements which con- 
tribute to its strength. 

We share responsibility for the 
realization of that ideal state, 
which is possible only when good 
men cooperate for the attainment 
of good ends. We who have assem- 
bled on the occasion of this fiftieth 
anniversary of the American Hos- 
pital Association to reappraise our 
program are individually and col- 
lectively responsible for the third 
of these important elements in the 
attainment of successful democra- 
cy. Our special interest is the 
health of the American people. 

Our progress, our studies, our 
development during the first half 
century of the American Hospital 
Association has been well told. The 
picture is quite distinct, but the 
path for the future may not be too 
clear. The road we will travel dur- 
ing the next 50 years is our con- 
cern at the moment. 


TRENDS 


There are, however, certain dis- 
tinct landmarks we must observe, 
certain unmistakable trends that 
cannot be discounted, certain pub- 
lic demands that will not tolerate 
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denial: The American public re- 
quires an effective health service, 
one that is readily available, one 
that is provided in a way and at a 
price that is both satisfactory and 
acceptable to the people, one that 


is available on the basis of need 
without regard to the ability of the 
individual to pay. 


There is still evidence that the 
American people wish to purchase 
this service on the same basis that 
they now provide themselves with 
clothing, food and other personal 
necessities. Industry has demon- 
strated its willingness to assist and 
to bear a large portion of the cost. 
The professions continue to con- 
tribute services, time and study. 
Government has evidenced a will- 
ingness to cooperate. Those of us 
charged with the administration of 
this program now must assume 
more than ever before a full meas- 
ure of the responsibility for our 
great public trust. 


We cannot transfer this respon- 
sibility to others, nor can we sur- 
render our present enviable posi- 
tion of freedom of action. But with 
eyes to the future, courage in our 
hearts and strength in our deter- 
mination, we must continue to go 
forward, unafraid. 





According to 
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Following are excerpts from an 
address by Graham L. Davis, im- 
mediate past president of the As- 
sociation. Mr. Davis delivered his 
speech, “Objectives of the Amer- 
ican Hospital Association,” at the 
opening business session of the 
House of Delegates, September 19: 


LOOKING AHEAD 


Change is so rapid that it would 
require no great stretch of the 
imagination to predict the word 
“hospital” will disappear from our 
language as a descriptive term 
within the next half century. 


The hospital of the past is a 
negative approach to a positive 
goal—keeping people healthy. The 
Commission on Hospital Care rec- 
ognized this when it recommended 
the hospital of the future as the 
focal point for all community 
health activities, both preventive 
and curative. It is entirely within 
the realm of the probable that the 
art and science of healthful living, 
aided by new discoveries in the re- 
search laboratories, will have 
reached the point within the next 
50 years where many of the dis- 
eases that now fill hospital beds 
will have disappeared—as typhoid 





fever, cholera and other diseases 
have disappeared during the last 
half century. 

When that happens there will 
be an abundance of trained work- 
ers in the health field, but the 
name “hospital” will have disap- 
peared from the language. A sat- 
isfactory new name has not yet 
evolved to take its place. The in- 
creasing use of the term “health 
center,’ whatever that means, is a 
portent of the future as the people 





ATTENDING the convention were Mr. and 
Mrs. Raymond K. Swanson. He is superintend- 
ent of Swedish Hospital in Minneapolis, Minn. 
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grope toward the goal of positive 
health. 
INTEGRATION 


The ideal. hospital is a place 
where the community gets every 
health service it needs. A few of 
the great medical centers associ- 
ated with medical schools now 
approximate this ideal. Smaller 
communities cannot economically 
provide these comprehensive health 
services except by affiliation with a 
larger center. The medical center 
of the future that does not assume 
a regional responsibility will have 
difficulty in justifying its existence. 
Its educational and service func- 
tions should extend down to the 
smallest unit in the system. 

That is where integration on a 
regional trading area basis comes 
in. Public Law 725 in the United 
States and the similar program in 
Canada are steps in the right di- 
rection. Canada, starting later and 
profiting by experience in the Unit- 
ed States, is projecting regional 
planning and integration of serv- 
ices further to begin with than the 
United States. 


VETERANS 


One serious obstacle is the lack 
of coordination of a projected huge 
hospital construction program for 
veterans with planning and con- 
struction under Public Law 725. 

Hospital authorities are required 
to count veterans in planning ade- 
quate hospital facilities for every- 
body, but to exclude veteran hos- 
pitals from the count of beds. The 
Veterans Administration builds 
hospitals wherever it pleases with- 
out regard to the state plan. That 
does not make sense. Assuming 
both programs are carried out to 
their logical conclusion, that would 
mean the nation eventually would 
have a surplus of beds equal to the 
number in veterans’ hospitals. This 
would lead to chaotic conditions in 
hospital finance and personnel, and 
invite complete governmental con- 
trol. The paradox is that the Con- 
gress is appropriating large sums 
of money to both programs. 

The 6,000 vacant beds in hospi- 
tals for veterans, because of lack 
of personnel despite high salaries 
offered, is some indication of the 
effects of duplicating facilities and 
services. Even more discouraging 
is the ineffective utilization of ex- 
isting personnel. The average stay 
in a hospital for veterans is about 
three times the stay in the veter- 
an’s home town hospital. 

This wastage of expensive per- 
sonnel (and taxpayers’ dollars) 
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MR. DAVIS, on the last lap 


with the present shortage is out- 
rageous, but the probabilities are 
that little will be done about it as 
long as the Veterans Administra- 
tion operates hospitals. It would not 
be so bad if the hospitals for veter- 
ans trained their own doctors, 
nurses and other personnel, but the 
cost of educating these employees 
is borne almost entirely by nonfed- 
eral hospitals and medical schools 
that need them badly. 


FINANCES 


Hospital trustees and adminis- 
trators are all too prone to talk 
too much about their huge deficits, 
which, to the average successful 
businessman, sounds like an ad- 
mission of poor management. No 
successful business enterprise ad- 
vertises the fact it is losing money 
in an effort to convince the public 
it has a product worth buying and 
paying for. 

The hospital is not out to make a 
profit, but it is supposed to give the 
consumer the greatest possible re- 
turn for his money. To convince 
him he is getting full value for his 
health dollar, an effective public 









relations program is necessary. Cal] 
it advertising if you like. Other- 
wise the hospital gets lost in the 
scramble for the consumer’s dol- 
lar in the age of the atom and the 
singing commercial. 

Another effort to stabilize hospi- 
tal finances is the proposed nation- 
al study by an independent com- 
mission that this House of Dele- 
gates will be asked to approve. 
This proposed commission should 
produce recommendations that will 
command national support and rec- 
ognition, as the Commission on 
Hospital Care produced an excel- 
lent pattern for the development 
of hospital facilities and services. 


COMPULSION 


A paternalistic government in 
Washington is attempting to lure 
us with what sounds like a simple 
solution to all of the hospital finan- 
cial problems — national compul- 
sory health insurance. “The Na- 
tion’s Health, a 10-Year Program,” 
a report to the President by Oscar 
R. Ewing, federal security admin- 
istrator, is the latest in a long 
series of efforts to convince the 
nation that legal compulsion is 
necessary. 

Private philanthropy contribut- 
ed one-half of the six billion dol- 
lars invested in the nation’s hos- 
pitals, and the nongovernmental 
hospitals admit three of every four 
patients cared for. 

In the face of this record of 
accomplishment, Mr. Ewing rec- 
ommends national compulsory 
health insurance that would even- 
tually blot out the voluntary hos- 
pital, a typical product of Ameri- 
ca’s humanitarianism and one 
deeply rooted in its religious be- 
liefs. For confirmation of this, one 
only has to look at what just has 
happened to the voluntary hospital 
in Great Britain. 

Some 50,000,000 Americans who 
belong to voluntary prepayment 
plans and 15 or 20 thousand who 
sign up every day also weaken Mr. 
Ewing’s argument. Blue Cross and 
Blue Shield are being strengthened 
and rapidly consolidated at the na- 
tional level under the leadership 
of Dr. Paul R. Hawley. Given a few 
more years of such progress, and 
discussion of compulsory health 
insurance will become academic, 
but this does not mean government 
has no part to play. 

Subsidy of hospital construction 
by the national government has 
been removed from partisan poli- 
tics. Some way must be found to 
do the same thing for indigent 
health care. 
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Ten-Year National Health Program 


Last January President Truman 
asked Federal Security Adminis- 
trator Oscar R. Ewing to prepare a 
report on America’s health condi- 
tions and to propose a 10-year pro- 
gram for improving those condi- 
tions. That was one reason for call- 
ing the National Health Assembly 
at Washington, D. C., last May. 

Early last month this report was 
completed. Entitled, ‘The Nation’s 
Health—A Ten-Year Program,” the 
186-page volume lives up to Mr. 
Ewing’s often stated promise—that 
it would strongly recommend a 
system of compulsory health in- 
surance. 

The report contains a wealth of 
material on health conditions in 
America today. For the most part 
these facts are not new, but prob- 
ably this is the first time they have 
been incorporated into one book. 

Although frequent reference is 
made to the work of the National 
Health Assembly, the book in no 
way resembles a report of that as- 
sembly. As its author, Mr. Ewing 
makes no secret of this fact. A com- 
plete report on the assembly is to 
be published later. This is not it. 

Needs: In this report on the na- 
tion’s health, Mr. Ewing and his 
staff dwell on deficiencies. While 
recognizing the strides already 
made in medicine, hospitalization 
and public health, the report says 
that these are not enough. 

Specifically, the report says this 
country needs more health man- 
power, more and better hospitals, 
effective local organization, in- 
creased research and, finally, a way 
to make all this available to every 
American. Compulsory health in- 
surance is Mr. Ewing’s answer to 
this last need and, indirectly, will 
help the others. 

Mr. Ewing points to the 27 bil- 
lion dollars in production and wages 
that were lost in 1947 because of 
Sickness and disability. Then he 
Points to last year’s federal, state 
and local government expenditures 
for civilian health—a little less than 
two billion dollars. Under his plan, 
government would spend more 
than four billion dollars on civilian 
health in 1960, exclusive of na- 
tional health insurance. This extra 
two billion dollars would be added 
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to present expenditures for com- 
munity health protection, rehabili- 
tation, certain hospital construc- 
tion and maintenance, health man- 
power training and research. 
Costs would be lower for general 
medical care of the needy (exclu- 
sive of health insurance) and for 
maintenance of general hospitals, 
which would need fewer subsidies 
by 1960 because of health insurance. 


Construction: To meet expected 
hospital needs, the report suggests 
addition of 600,000 hospital beds, 
“at least by 1960.” To do this, the 
scope of the Hill-Burton Act would 
be doubled for the next three years. 
After that, appropriations would 
be increased progressively. Another 
Hill-Burton amendment would in- 
crease the 1949 percentage of fed- 
eral contributions, and states would 
be encouraged to contribute. In ad- 
dition, partial federal financing of 
operation and maintenance would 
be assured, beginning in 1949, ‘‘so 
inadequate income will no longer 
constitute a barrier to building hos- 
pitals in areas of greatest need.” 

Hospital construction outlay 
would be about $485,000,000 a year, 
of which the federal share would 
be between $200,000,000 and $240,- 





LONGEVITY 


Since 1941, the average length 
of life of persons in the United 
States has advanced from 65 
years to about 67. These figures, 
reported by the National Office 
of Vital Statistics, are based on 
1946 death rates. 

On the average, women live 
longer than men, the report 
shows. The expectation of life 
at birth for white females is 
now 70.3 years, while the aver- 
age for white men is about 65.1 
years. Non-whites generally 
have a shorted life span, women 
averaging 61 years and men 
57.5 years. Between 1945 and 
1946, the improvement’ was 
greater for non-whites than for 
whites, and the U. S. Public 
Health Service reports that a 
narrowing race differential in 
longevity has been observed 
since 1900. 
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000,000. The rest would be state 
and local. Efforts would be made 
to place new hospitals beds in 
areas of greatest need. 

Beside recommending an ex- 
panded Hill-Burton program, the 
report suggests that the govern- 
ment underwrite up to 40 per cent 
of the maintenance cost of hospitals 
in selected areas of low per capita 
income. Federal funds also would 
be used to aid states with Hill- 
Burton administrative expenses. 

Insurance: During the National 
Health Assembly, the medical care 
section concluded, “the principle 
of contributory health insurance 
should be the basic method of fi- 
nancing medical care for the large 
majority of the American people.” 
Mr. Ewing’s report gave much em- 
phasis to this conclusion. 

It analyzed Blue Cross, Blue 
Shield and other voluntary plans 
and concluded that they are inade- 
quate. (“‘They cover only a fraction 
of the population and, on the flat- 
rate basis of voluntary plans, they 
probably will never be able to 
cover more than half the total 
population. They have the poorest 
coverage where the need is great- 
est.)”’ 

Mr. Ewing went on to say, ‘“‘the 
people who need health insurance 
most will not be able to get it un- 
der voluntary plans. I am forced 
to the conclusion that the volun- 
tary insurance plans can never do 
the job that the national interest 
requires to be done.”’ The alterna- 
tive, according to the report, is 
compulsory health insurance. 

Tooling-up: Because benefits 
could not begin immediately after 
a national health insurance law is 
passed, Mr. Ewing would have a 
three-year ‘“tooling-up” period. 
During this time, procedures would 
be worked out cooperatively by 
professional groups, localities, 
states and the federal government. 
Agreements would be reached with 
those providing medical services. 
Machinery for actual operations 
would be set up. Hospitals would 
be built, and federal aid to medical 
schools would ‘provide doctors. 

In the meantime, a tax of one- 
half or possibly one per cent of 
earnings up to $4,800 would be 
paid the government. After the 
three-year period, this tax would 
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go up to at least three per cent. 
Service admittedly would be lim- 
ited at first. Then the program 
would grow as manpower and fa- 
cilities expanded. 

The report lists the advantages 
and then refutes the most frequent 
criticisms of compulsory health in- 
surance. It denies that it is social- 
istic, points out that the only com- 
pulsion is the required payment of 
the tax and emphasizes that it is 
not centralized in the federal gov- 
ernment but is operated by states 
and localities. While admitting a 
shortage of personnel and facilities, 
Mr. Ewing feels that the “‘tooling- 
up” period will take care of that. 
As for the high cost of such a pro- 
gram, he says administration by 
government should prove less 
costly than the nonprofit voluntary 
plans, “where the expense runs to 
approximately 12 per cent.”” Much 
of the cost, the report states, merely 
would substitute for present ex- 
penses. Quality of service, he says, 
would be improved rather than 
lowered. 

The report is for sale in the office 
of the Superintendent of Docu- 
ments, U.S. Government Printing 
Office, Washington 25, D. C. It is 
priced at $1. 


White House Conference 


Graham L. Davis, who ended his 
term of office as Association presi- 
dent at Atlantic City in September, 
led a delegation to call on President 
Truman last month. The delega- 
tion discussed the future of volun- 
tary hospitals under the proposed 
10-year health program. 

To help iron out differences be- 
tween the voluntary hospitals and 
the administration, President Tru- 
man proposed that a committee be 
set up, composed of the presidents 
of the three national hospital asso- 
ciations and Federal Security Ad- 
ministrator Ewing. The associa- 
tion presidents agreed and were to 
set a date for the first meeting. 

After the meeting with Mr. 
Ewing, they plan to submit a 
memorandum, requested by the 
President, outlining their sugges- 
tions for combining governmental 
and voluntary activity to expand 
the nation’s health program. 

During the White House confer- 
ence, Mr. Davis told the President 
that he was not convinced that a 
system of compulsory health insur- 
ance would offer adequate protec- 
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CONFERRING ON the future of voluntary hospitals with President Truman last month at 
the White House were Graham L. Davis representing the Association, and (left above) Paul 
C. Elliott of the Protestant Association, Rev. George L. Smith of the Catholic Association, 
Louis Schenkweiler of the Greater New York Hospital Association. (Harris & Ewing photo.) 


tion to the nation’s voluntary hos- 
pitals. He discussed the problems 
of nongovernmental hospitals, and 
pointed to the rapid progress of 
hospital development in recent 
decades. Much of this progress can 
be credited to the inherent values 
of self-help and to private initia- 
tive, Mr. Davis said. 

Mr. Davis was accompanied by 
Paul C. Elliott, now immediate past 
president of the American Protes- 
tant Hospital Association; Rev. 
George L. Smith, president of the 
Catholic Hospital Association; and 
Louis Schenkweiler and John V. 
Connorton, respectively president 
and executive director of the 
Greater New York Hospital Asso- 
ciation. 

Health report: The delegation 
talked about the recent report on 
the nation’s health prepared by Mr. 
Ewing. Delegation members said 
that hospitals favor some of its 
recommendations. Among these are 
increased government aid for con- 
struction and expansion of hospital 
facilities, and for training of doc- 
tors and nurses. Mr. Davis said “if 
sufficient headway is made toward 
accomplishing these two proposals, 
plus the continued growth of Blue 
Cross and prepayment plans, there 
should be no need for establishing 
compulsory methods to make hos- 
pital and medical more widely 
available.” 

Mr. Davis said he was anxious 





“to get health matters out of par- 
tisan politics.” 

President Truman told the dele- 
gation that a system of compulsory 
health insurance would not damage 
voluntary hospitals and that it 
would not impose government con- 
trol on these institutions. The 
President compared this situation 
with that of the nation’s banks, 
showing that the federal reserve 
system does not control banks. 

Voluntary system: In a letter to 
Mr. Davis on August 19, President 
Truman termed the development of 
this country’s voluntary hospitals 
“characteristically American.” 

“Nothing in the plans I have in 
mind or in the recommendations I 
have made to the Congress looking 
toward a national health program 
would interfere in any way with 
the 3,000 or more of our voluntary 
hospitals,’ the President wrote. “I 
depend upon our peculiar genius 
for combining governmental and 
voluntary activity to expand and 
maintain our hospital system.” 

During the interview, the Presi- 
dent repeated his desire to main- 
tain the independence of voluntary 
hospitals but said he plans to con- 
tinue his fight for compulsory 
health insurance. 


National Institutes 


It is now the National Institutes 
of Health instead of the National 
Institute of Health. Dr. Leonard A. 
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Scheele, surgeon general of the 
Public Health Service, announced 
the change recently. The name was 
made plural because the big gov- 
ernment research center at Be- 
thesda, Md., now has institutes 
dealing with microbiology, phys- 
ical medicine and biology, heart 
diseases, cancer, mental health and 
dental health. Dr. R. E. Dyer is the 
director. 

The National Institutes of Health 
now occupies 320 acres. 


Appointments 


Dr. Fred T. Foard, former direc- 
tor of District No. 6 of the Public 
Health Service in Puerto Rico, has 
been appointed director of health 
of the Bureau of Indian Affairs 
in the Department of the Interior. 
A graduate of the University of 
Maryland School of Medicine, Dr. 
Foard has served the Public Health 
Service as chief of the States Rela- 
tions Division in Washington, as 
director of District No. 8 in Den- 
ver, and as director of the Medical 
Division of California District No. 
9, Office of Civilian Defense. 

Surgeon General Leonard A. 
Scheele also has announced the ap- 
pointment of Dr. Robert J. Ander- 
son as chief of the Tuberculosis 
Control Division of the Public 
Health Service. A veteran of eight 
years with the service, Dr. Ander- 
son has been assistant chief of this 
division since 1946. He succeeded 
Dr. Francis J. Weber, who left to 
do postgraduate work at Johns 
Hopkins University. 

Sam O. Gilmer Jr., former ad- 
ministrator of Baker - Thompson 
Memorial Hospital, Lumberton, N. 
C., has joined the Division of Hos- 
pital Facilities of the U. S. Public 
Health Service. A reserve officer in 
the Public Health Service, Mr. Gil- 
mer now is a consultant in hos- 
pital equipment in the division’s 
Office of Hospital Services. He is 
a 1946 graduate of the Duke Uni- 
versity School of Hospital Admin- 
istration and is an active member 
of the American Hospital Associa- 
tion. 

Louis Reed, Ph.D., has been ap- 
Pointed chief of the Office of Spe- 
clal Services in the division. He 
succeeds Dr. David B. Wilson, who 
has become assistant medical di- 
rector of Alameda County, Califor- 
nia. Mr. Reed formerly was with 
the Division of Public Health 
Methods. He is the author of “Blue 
Cross and Medical Service Plans,” 
a study of voluntary prepaid care 
published by the Public Health 
Service in 1947. 
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Blue Cross-Blue Shield Association 


A major problem on which the 
Association and the Blue Cross 
Commission have been working is 
coordination of Blue Cross and 
Blue Shield activities. At the Sep- 
tember meeting of the Council on 
Prepayment Plans and Hospital 
Reimbursement, members voted to 
ask the Coordinating Committee 
and the.Board of Trustees to ap- 
prove establishment of a Blue 
Cross-Blue Shield Association and 
of a Blue Cross-Blue Shield Health 
Service, Inc. 

Documents prepared for the or- 
ganization of these two associations 
were presented to the council by 
Commission Chairman J. Douglas 
Colman. The Blue Cross - Blue 
Shield Association would be 
formed by the original two com- 
missions and would supplement 
their activities. The association 
would provide actuarial and sta- 
tistical service to plans, and would 
provide such other service as might 
be requested by plans. 

Health Service, Inc., would be a 
national corporation to establish 
and maintain an agency to serve 
employers operating in territory 
not fully covered by a single plan. 
The corporation probably would 
be authorized to negotiate national 
Blue Cross-Blue Shield enrollment, 
handle billing and collecting, set 
uniform rates for all employees re- 
gardless of residence, set minimum 
benefits for national contract mem- 
bers and maintain reasonably uni- 





NATIONAL PLAN 


The first national agreement 


between a union and a national { 
employer for Blue Cross bene- 


os 
worries 


§ 
fits with the employer assuming 
the entire cost of coverage was 
signed recently. The agreement 
followed negotiations between } 
the National Can Corporation 4 
and the United Steelworkers of $ 
America for a comprehensive 
welfare plan. 

More than 2,000 employees in 
New York City, Chicago, Boston, 
Baltimore, Cannonsburg, Pa., 
and Hamilton, Ohio, are includ- 
ed in the agreement. The cost of 
family coverage will be de- 
ducted from the pay of employ- 
ees who elect this additional 
benefit. 
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form regulations on enrollment, 
membership and administration of 
contract benefits. 

A brochure has been prepared 
about these two proposed corpora- 
tions. It was to have been avaii- 
able for distribution to the House 
of Delegates, Board of Trustees and 
council members last month. 

Approved: Other recommenda- 
tions approved by the council in- 
clude: 

Adoption of the statement, “Re- 
sponsibility for Blue Cross Policy,” 
as an Official policy statement of 
the Association. The council asked 
that the statement be published 
and distributed to all groups and 
individuals concerned. 

Encouragement of working con- 
ferences in all Blue Cross districts. 

New Member: During the meet- 
ing it was announced that Associa- 
tion President Graham L. Davis 
had appointed Lawrence Payne, 
administrator of Baylor University 
Hospital, Dallas, a council member. 
He replaced John R. Stone, admin- 
istrator of Meninger Sanitarium, 
Topeka, Kan., who resigned. 


New Commission Offices 


The Blue Cross Commission will 
move into new offices about No- 
vember 1. The commission has sub- 
leased space from the Chicago Blue 
Cross and Blue Shield plans at 
their new quarters, 425 N. Michi- 
gan Boulevard, Chicago. 

Also coming into the new offices 
will be Associated Medical Care 
Plans, the Blue Shield Commission. 
Blue Cross has occupied offices in 
the American Hospital Association 
headquarters, 18 E. Division Street, 
Chicago, since its organization. 


End of Provincial Plan 


Blue Cross and other voluntary 
hospital insurance plans in British 
Columbia are going out of business. 
The plans were forced to suspend 
operations because they could not 
compete with the British Columbia 
Hospital Insurance Act, which 
goes into effect January 1. 

This is the second Canadian 
province to institute compulsory 
health insurance. Saskatchewan 
has had both hospital and medical 
insurance for almost two years. 


The British Columbia legislation 
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was introduced last February and 
became law in June. Voluntary 
agencies were told they would be 
permitted to continue if their bene- 
fits equalled those offered by the 
government and if their premiums 
were no higher than those set in 
the Hospital Insurance Act. Sub- 
scribers to Blue Cross and other 
voluntary plans then would have 
been exempt from the government 
plan. 

When the government’s plan was 
described, the nongovernmental 
plans found they would ‘have to 
withdraw. According to E. D. Mil- 
lican, executive director of the 
Quebec Service Association and 
Canadian Blue Cross commissioner, 
“no insurance company, associa- 
tion or society operating in British 
Columbia could provide equivalent 
benefits for a comparable rate to 
that being asked by the govern- 
ment.” 

Blue Cross will caneel contracts 
of its more than 160,000 members 
on December 31. Other companies 
also will be dissolved then. The 
physician-operated medical care 
plan will continue. 

Compulsory registration began 
in August. The plan will be ad- 
ministered by Dr. J. M. Hershey, 
hospital insurance commissioner. 
He is responsible to the provincial 
minister of health and welfare. It 
has been estimated that Dr. Her- 
shey will need a staff of 150 to 
carry out the provincial system. 

Eligibility: All residents of the 
province are eligible to participate. 
Persons moving to British Colum- 
bia will be eligible for hospital care 
six months after establishing resi- 
dence. Old age pensioners and 
other persons cared for under the 
social assistance system will be en- 
rolled and their premiums will be 
paid by the government. 

There are a few exemptions. 
Residents of an area where provi- 
sion of general hospital service is 
not practical, members of the 
Christian Science church and per- 
sons covered by other insurance 
plans need not register. 

The British Columbia plan is 
more inclusive than the Saskatche- 
wan Health Services plan. In Sas- 
katchewan, a number of persons 
who receive provincial government 
assistance, certain veterans and 
others are exempt from the com- 
pulsory insurance act. 

Financing: Costs to subscribers 
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are low. A maximum of $33 a year 
for a family has been set. A single 
person will pay $15 a year, the 
head of a family with one depend- 
ent will pay $24, and a family head 
with more than one dependent will 
be charged $30. The premium may 
be paid individually, in a group, 
or with the cooperation of the em- 
ployer if the employer assumes all 
or part of the cost. 

British Columbia will finance the 
plan in three ways: (1) A hospital 
insurance stabilization fund for 
deficits has been set up with an ini- 
tial $2,000,000 government grant; 
(2) a hospital insurance fund to 
provide payments for service to 
hospitals will be created, and (3) 
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A sharp decrease in admissions of 
Blue Cross plan patients in July as 
compared to June has been reported 
by the Blue Cross Commission. Inpa- 
tient admissions dropped from 132 per 
thousand participants in June to 120 
per thousand in July, a decrease of 
9.09 per cent. 

The average length of stay for plan 
patients in June was 0.40 of a day 
less than the preceding month. Length 
of stay was 7.31 days in June and 7.71 
days in May. This was the third con- 
secutive month in which decreases in 
length of stay were reported. The 
June 1948 figure was 0.34 of a day 
less than the June 1947 average length 
of stay, which was 7.65 days. 
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a hospital building fund will be 
used for constructing and equip- 
ping new hospitals. 

At present there is discussion of 
a provincial amusement tax which 
would go toward making up the 
expected deficit. Mr. Millican has 
said “the government-operated 
plan will operate at a deficit as it 
is impossible to provide these bene- 
fits for such a premium rate.’”’ 

Benefits: Residents of British Co- 
lumbia will be entitled to public 
ward accommodations, meals and 
special diets, ward nursing care, 
operating room facilities, surgical 
dressings and casts, available 
x-ray, available laboratory service, 
available physiotherapy and ap- 
proved drugs. Hospital maternity 
care will be provided without a 
waiting period. There are no re- 
strictions on the number of times 
or extent of time spent in a hos- 
pital. Benefits will be available in 
the case of pre-existing illnesses. 

Hospitalization outside the prov- 
ince will be paid. There are some 
limits on total government pay- 
ments and length of stay outside 
of British Columbia. 

If a patient wishes semiprivate 
or private accommodations, he will 
pay the difference in rates. Out- 
patient service is not covered, nor 
is accident care when the patient 
goes to his own physician. 

Hospitals will be paid on the 
basis of actual operating costs, de- 
preciation and insurance. 


Annual Conference 


Theme for the annual conference 
of Blue Cross and Blue Shield 
plans will be “1949 Goals for Plan 
Management.” The conference will 
be held October 25-28, at French 
Lick, Ind. 

Included in the meeting will be 
an analysis of the Blue Cross mar- 
ket, identifying what that market 
is and the means whereby it can 
best be reached and served; the in- 
clusion of Blue Cross in employee 
health and welfare funds; tech- 
niques of rural enrollment, and 
the importance of fiscal operation 
in extending and improving sub- 
scriber service. 

Proposals for a national associa- 
tion of Blue Cross and Blue Shield 
plans, which would provide a 
means of facilitating the enroll- 
ment of national accounts, will be 
acted on during the conference. 
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IT ISN’T THE 
DECORATING... 
it’s the REDECORATING 


that boosts your 





maintenance costs! 


e Yes—if it were possible to avoid those costly periodic redecoratings, 


your maintenance costs would go ’way down. It zs possible! 


Cover your walls and ceilings with FABRON, the durable wall cover- 
ing with a fabric base, plastic body and sunfast lacquer colors. At an 


\ 
initial cost within the average budget, FABRON protects and beautifies FARION is serving in more than 1000 hee 


— not for 2, 3, or 4 years, but for many more and until you choose pitals throughout the country. It offers more 
to make a change. than 160 patterns and colors styled to meet 

the decorative requirements of every type of 
Any mechanic who can hang wallpaper can apply FABRON. Once hospital interior. Describe your next decorat- 


ing or redecorating project and we will send 


on the walls, it strengthens and protects plaster and prevents cracks. supepineeil callie acldaniee Gish wuliile 


Its sunfast colors and easy washability insure fresh and attractive 
rooms at all times. Thus you eliminate the expense of periodic re- 


paintings and the resulting loss of income of vacant beds. 


BEFORE YOU REPAINT—Send for new brochure No. 11, ‘FABRON--the 
Prescription for Beautiful, Longer-lasting Hospital Interiors.” Now on 
the press, this new brochure completely describes FABRON’s many unique 
advantages for hospital use. You should have a copy. 


FABRON prevents fire-spread, too. Every roll carries 
the label of the Underwriters’ Laboratories, Inc., 
sponsored by the National Board of Fire Underwriters. 
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MERCY HOSPITAL 
Rockville Center, L. I., N. Y. 


This beautiful 130-bed hospital, 
owned and operated by the Sisters 
of the Infant Jesus, serves an at- 


tractive residential community in 
the suburbs of New York City. 
: FABRON is used in patients’ rooms, 


REG. U. S. PAT. OFF. offices, corridors, sun parlors... 
to provide cheerful decoration 


The fabric-plastic-lacquer plus long-term economy. 


wall covering for hospitals 
FREDERIC BLANK G CO. INC. e@ Est. 1913 @ 230 Park Ave., New York 17, N. Y. 
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College of Surgeons Meeting This Month 


Eighty-three speakers will ap- 
pear on the program of the twenty.- 
seventh hospital standardization 
conference, to meet in conjunction 
with the annual clinical congress 
of the American College of Sur- 
geons, October 18-22 at Los An- 
geles. The standardization confer- 


ence, for hospital personnel, will 
last four days. 

Several joint sessions are sched- 
uled during the conference. They 
include a general assembly of sur- 
geons and hospital representatives, 
a meeting with the American As- 
sociation of Medical Record Li- 





iy yy Uy 
COO iff. 
-. Yi, 


“njsllM, 
“Wiffl 
OWE / 





ook 
at 
your 

FLOORS 


Can you truthfully say, “I’m 
proud of my floors. Their 
safety, their beauty, and 
cleanliness can not be excell- 
ed”? Thousands of hospital 
purchasing agents, superin- 
tendents, and maintenance 
men are saying this because 
they used and are still using 
Hillyard floor treatment and 
maintenance products for 
they are materials that have 
proven “‘quality products are 
the most economical in the 
long run”. 


Every product in the Hillyard line is made especially for cer- 
tain use, to restore problem floors and make them lastingly 


‘beautiful. 








Floor Treatment and Maintenance 
JOB SPECIFICATIONS 
e * 










™ 
MUATARD COmPAnY 


emirame Cate a Compa 


— now. IT IS FREE. 
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Es Send for the NEW 
book on proper main- 
tenance of floors, full 
of information and 
methods on proper 
materials that will 
save floor surfaces, 
write for your copy 


HILLYARD SALES CO's 


are aneane oy. pistrisuToRS HILLYARD CHEMICAL CO. ST. JOSEPH, MO. 


Hillyards maintain 
a Nation-wide service 
of floor treatment 
**Maintaineers’’, if 
you have any floor 
or sanitation prob- 
lem call or wire us 
for the ‘“Maintain- 
eer” nearest you, his 
advice is yours for the 
asking and at no ob- 
ligation on your part. 





: 


1947 BROADWAY. 
NEW YORK, WN. Y. 











brarians and one for hospital trus- 
tees, physicians and hospital ad- 
ministrators. 

Also included in the program are 
a symposium on current medico- 
administrative advances in hospi- 
tals, a panel discussion on the point 
rating system and a symposium on 
graduate training in surgery and 
the surgical specialties. The four- 
day meeting will close with a 
panel on nursing the patient. 

New officers for the college will 
be inaugurated at the opening eve- 
ning session of the clinical con- 
gress. Persons to be installed in- 
clude: President, Dr. Dallas B. 
Phemister, Chicago; first vice 
president, Dr. Howard A. Patter- 
son, New York City; second vice 
president, Dr. Carl H. McCaskey, 
Indianapolis. 

Other college officers are Dr. 
Paul B. Magnuson of Washington, 
secretary; Dr. Bowman C. Crowell 
and Dr. Malcolm T. MacEachern, 
associate directors; Dr. H. Prather 
Saunders and Dr. Charles F. 
Branch, assistant directors. 
Dietitians 

The thirty-first annual meeting 
of the American Dietetic Associa- 
tion is scheduled for October 18-22, 
at Boston. About 3,000 persons are 
expected to attend the meeting, at 
which optimum nutrition for 
everyone in the world, under all 
conditions of living, will be studied. 

Among topics to be discussed at 
some of the sessions are results of 
nutrition research, new methods 
and techniques, diet therapy, food 
administration and _ professional 
education. High costs and problems 
ahead also will be analyzed. 
Virginia 

W. P. Earngey Jr., administrator 
of Norfolk General Hospital, was 
elected president of the Virginia 
Hospital Association at a recent 
meeting. Other new officers are: 
Vice president, Robert Hudgens, 
administrator of Lynchburg Gen- 
eral Hospital; secretary, W. J. Lees, 
administrator of Jefferson Hospi- 
tal, Roanoke; treasurer, Robert H. 
Thomas, director of Grace Hospi- 
tal, Richmond. 

Mr. Lees was appointed by the 
association’s executive council to 
complete the term of H. W. Popper, 
who died a few weeks after his 
election as secretary. 
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ARTIFICIAL LIMB SUPERIORITY 





Since the first Hanger Limb was 
manufactured in 1861, Hanger Artificial Legs and Arms 
have given satisfaction to thousands of wearers. Many 
people, once partially or completely incapacitated, have 
been able to return to work and play and to take part 
in the everyday activities of life. To many thousands, the 
Hanger seal is a symbol of help and hope. To them, and 
to all, the Hanger name is a guarantee of Comfort, 
Correct Fit, and Fine Performance. 


HANGER eines 
LIMBS 
ALBANY 6, N. Y. 
ATLANTA 3, GA. 
BALTIMORE 1, MD. 
BOSTON 16, MASS. 
CHARLESTON 21, W. VA. 
CHARLOTTE 2, N. C. 
CHICAGO 7, ILL. 
CINCINNATI 2, OHIO RICHMOND “se o 
COLUMBIA, 5. C. ROANOK 
COLUMBUS 8, OHIO SAN FRANCISCO 2. CALIF. 
INDIANAPOLIS 2, IND. ST. LOUIS 3, MO. 
JACKSONVILLE, FLA. ; 
MILWAUKEE 4, WIS. WILKES BARRE, PA. 


NASHVILLE, TENN. 


OKLAHOMA CITY 3, ‘OKLA. 
PHILADELPHIA 7, PA. 
PITTSBURGH 30, PA. 

RALEIGH, N. C. 
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... use ANCHOR 
ALL NYLON 


SURGEONS BRUSH 


GUARANTEED TO WITHSTAND 
OVER AUTOCLAVINGS 






























Anchor All-Nylon Surgeon’s Brushes were tested , 
for a good many months in leading hospitals and 
proved to be of superior design and construction. 
These brushes have been punished in every conceiv- 
able manner and at no: time has there been any 
evidence of breakdown. They were tested under 
normal conditions in continued use for over a year, 
with an average of two autoclavings per day, and e 
remained, after that length of time, in perfect con- 
dition. For the best in design and construction, as» 
well as the most economical available, use Anchor 
All-Nylon Surgeon’s. Brushes. 






































e 
@ Anchor Surgeon's Brushes can be autoclaved for any ™ 
length of time to render them surgically sterile. e 

@ The tufts are fastened with a Nickel Silver Anchor, 
making the loss of bristles impossible. 3 
@ The nylon bristles are the right gage and length to do ” 


a good scrubbing job without scratching tender skin. 


@ Since Nylon absorbs practically no moisture, these 
brushes do not have to be dried before sterilization. 


@ Anchor Surgeon's Brushes will work in a dispenser, 


@ Anchor Surgeon's Brushes are guaranteed to with= 
stand a minimum of 400 autoclavings. 


The Nylon Handles are embossed with 
“Hospital Property”’ in large letters. 


The grooves in the Nylon Handle »® 
assure a firm grip. 





The saw tooth or chisel trim does ° 
a better scrubbing job. e 
] 


Sold only through 


| SELECTED HOSPITAL SUPPLY FIRMS 


For information write: e 


ANCHOR BRUSH COMPANY e¢ 
AURORA, ILLINOJUS 




















EDUCATION :- - 





Two Association November Institutes 


Programs for two November in- 
stitutes to be conducted by the 
Association have been prepared. 
One of these is the Boston Institute 
on Hospital Purchasing, the other 
is the Institute on Advanced Ac- 
counting, at Long Beach, Calif. 

Purchasing: A program of value 
to persons responsible for purchas- 
ing in both large and small hospi- 
tals is being planned for this No- 
vember 1-5 institute. The Associa- 


tion, the Massachusetts Hospital 
Association and the Boston Hospi- 
tal Council are joint sponsors. 


Topics to be discussed during the 
five-day institute include the basic 
principles of purchasing, legal as- 
pects, records and procedures, pur- 
chase of pharmaceuticals, market 
trends, controlling food costs, 
standardization and simplification, 
purchase and use of textiles, pur- 
chase of equipment, and what is 
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abeows usually respond 


rapidly to topical Furacin therapy.*~ The infection, odor and discharge diminish 
promptly without delay of healing. Because the abnormal skin surrounding such 
chronic lesions may be especially prone to develop sensitization—it is advisable to 
apply Furacin to such ulcers only until the infection is controlled—often within five 
days. Any bland preparation and aseptic technic may be used thereafter until healing 


is complete. 


Furacin N.N.R., brand of nitrofurazone, is available as Furacin Soluble 


Dressing and as Furacin Solution, both containing 0.2 per cent Furacin.® These prepa- 
rations are indicated for topical application in the prophylaxis or treatment of infec- 
tions of wounds, second and third degree burns, cutaneous ulcers, pyodermas and skin 


Literature on request. 


grafts. 


EATON LABORATORIES, INC.. NORWICH, W.Y. 


* Downing, J. G., Hanson, M. C. and Lamb, M.: Use of 5-Nitro-2-Furaldehyde Semicarbazone 


in Dermatology, 


J. A.M. A. 1333299, 1947. 


Shipley, E. R. and Dodd, M. C.: Clinical Obser- 


vations on Furacin Soluble Dressing in the Treatment of Surface Infections, Surg. Gynec. & 


Obst. 84 :366, 1947. 


* Miller, J., Bodriquez, J. and Domonkos, A.: 
in Topical Therapy, New York State J. Med. 47: 2316, 1947, 


Evaluation of Penicillin 





expected of the purchasing agent. 
Demonstrations of canned goods 
and meat cutting also will be given. 

Institute registration is limited 
to persons having personal mem- 
bership in the Association or who 


are employed by _ institutional 
member hospitals. In addition, 
registrants must be administrators 
or have all or part of the purchas- 
ing responsibility in a hospital. 

Completed application blanks 
and the $25 institute fee should be 
sent to the purchasing specialist, 
American Hospital Association, 18 
E. Division Street, Chicago 10. 

Accounting: The final accounting 
institute for 1948 will be conducted 
November 15-19 at Long Beach, 
Calif. The Association of Western 
Hospitals will sponsor this Associa- 
tion-conducted institute. 

Program topics include princi- 
ples of internal control, budgeting, 
hospital credit and collection, 
theory of depreciation, cost analy- 
sis, analysis and interpretation of 
reports, work simplification, form- 
ulation of hospital rates and prin- 
ciples of insurance. 

Hospital administrators, account- 
ants and others employed in the 
hospital accounting and _ business 
offices are eligible to attend. In 
addition, applicants must be per- 
sonal members of the Association 
or be employed by a member 
hospital. 

Application blanks and the $25 
institute fee now are being ac- 
cepted. They should go to the Asso- 
ciation’s accounting specialist, 18 
E. Division Street, Chicago 10. 

Tentative plans for accounting 
institutes in 1949 call for a basic 
accounting institute in the south- 
eastern part of the country in the 
spring, and an advanced account- 
ing institute in the northeast in the 
fall. 


Design Seminar 


The Wisconsin chapter of the 
American Institute of Architects 
will conduct a seminar in hospital 
design October 8-9, at the Pfister 
Hotel, Milwaukee. 

Marshall Shaffer, chief of the of- 
fice of technical services, Division 
of Hospital Facilities, Public Health 
Service, and Roy Hudenburg, sec- 
retary of the Association’s Council 
on Hospital Planning and Plant 
Operation will appear on the 
program. 
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For a more hospital-minded 
community 


; “YOU'RE the DOCTOR" 


For more community support, better community understand- 
ing of hospital problems, try “You're the Doctor,” the American 
Hospital Association’s sound film. 








Dramatically showing how one patient discovers his hospital 
is an ‘investment in health,” this film has drawn enthusiastic 
letters from hospitals all over the country. 


Available to member hospitals in 16 or 35 mm size for rental 
or purchase. 


for details write... 


THE COUNCIL ON PUBLIC RELATIONS 


The American Hospital Association + 18 E. DIVISION ST. CHICAGO 10, ILL. 
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1949 Construction Grants Under Way 


Throughout the summer, hospi- 
tal project applications have been 
coming into Washington in a slow 
but steady stream. Last month 
they totaled more than 460, rep- 
resenting more than $240,000,000 
worth. of hospital and related con- 
struction work. The federal share 


amounted to about $75,000,000. 
Of the more than 460 applica- 
tions, about 100 have been ap- 
proved fully by the surgeon gen- 
eral. Most of the others will receive 
approval as soon as all four parts 
of each application are complete. 
The Division of Hospital Facili- 
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The new Strauch Screw-pin with the Detachable Shank — 
originated by Dr. Clauss B. Strauch, Hazel Green Hospital, 
Hazel Green, Wis., has considerably simplified percutaneous 
fixation of hip fractures while increasing patient comfort. 

This new screw-pin, with the detachable shank, is conserva- 
tive, non-cutting, non-shocking procedure, using simple 
accessories, and standard drill. Its use produces a surgical 
internal fixation of the fragments without a cutting operation, 


and not requiring immobilization. 


There is no difficulty in removing excess length of the 
Strauch Screw-pin because the shank is detachable by a simple 
but effective method which leaves the screw-in precisely where 
you placed it. No special incision is necessary to introduce the 


Strauch Screw-pin. 


Write today for reprint of Dr. Strauch’s article on new 
and simplified screw-pin, from the August 1948 issue of 
AMERICAN JOURNAL OF SURGERY. 


Recommend unit of: 
2 shafts complete with holding rods 
2 4” Screw pins 
2 374 ” Screw pins 
3 i, ” Screw pins. 
Steinman pins 342 


or, the complete set 


Edward Weck & Co., Inc. 





The new Strauch 
Screw-pin, with the 
detachable shank, 
disassembled. 
(Reduced). 


Founded 1890 


Manufacturers Surgical Instruments 


SURGICAL INSTRUMENT REPAIRING + 


135 Johnson Street 


HOSPITAL SUPPLIES 
Brooklyn, I.N. Y. 





ties of the Public Health Service 
now is well along in allocating its 
fiscal 1949 budget for construction 
grants. Applications for 1949 funds 
already have passed the $18,000,- 
000 mark, representing more than 
$50,000,000 in construction work. 
Meanwhile, states are submitting 
the first annual revisions of thei: 
state plans. Revisions for Iowa and 
Mississippi were approved last 
month, and Oklahoma’s revision 
was in Washington awaiting ac- 
tion. Revisions for Connecticut, 
Alaska and North Carolina were 
approved in August. The bulk of 
these revisions are expected to be 
out of the way by next February. 


Public Facilities 


Public hospitals have been ap- 
plying for Hill-Burton aid about 
twice as fast as nonprofit institu- 





FOR FUNDS 


To qualify for federal aid 
under the Hill-Burton Act and 
to provide a new hospital for 
Bedford County, Pa., a fund 
raising drive was conducted re- 
cently. At the end of the cam- 
paign, $624,619 had been con- 
tributed, passing the minimum 
objective of $595,000. 

The drive was conducted by 
the newly formed board of trus- 
tees of the Memorial Hospital of 
Bedford. Paul I. Detwiler is 
president. 
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tions. A study of applications for 
bed-producing projects shows the 
public institutions to be leading 
nonprofit hospitals about two to 
one in the number of fund requests 
and in the number of beds planned. 
Out of 388 applications for bed- 
producing projects on September 
3, only 130 were for nonprofit hos- 
pitals, while 258 were for public in- 
stitutions. These 388 applications 
are to provide 23,776 beds, with 
15,583 for public and 8,193 for 
nonprofit institutions. 
Applications involving hospital 
beds show that these projects av- 
erage about 61 beds each. This does 
not mean that the average new 
hospital planned under the Hill- 
Burton Act is to have 61 beds, as a 
great many applications are for ad- 
ditions, replacements and altera- 
tions to existing hospitals. 
Hospital sizes: At present, the 
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ieaeens Equipment IN THE MODERN OPERATING ROOM 


For Simultaneous Anesthesia and Vacuum 


Improved HERB-MUELLER Apparatcs 


Particularly efficient for tonsil work, all nose and throat 
Operations, sinus and bladder drainage, caesarean and 
other procedures, the improved Herb-Mueller Appar- 
atus provides simultaneous ether-vapor anesthetization 
and vacuum. It is an effective time-saver — minimizes 
need for sponges — keeps operative field clear. Sim- 
plicity of both construction and operation insures maxi- 
mum effectiveness with a minimum of attention. Enclosed 
vapor-proof motor and pumps, protected by mercury 
non-arc switches, float on rubber mountings, are silent, 
vibrationless, provide greater vacuum than any similar 
apparatus. Many additional features make the Herb- 
Mueller the equipment of choice for modern operating. 
Let us tell you how it can save time and money for you! 


The Heavy Duty Surgical Suction Apparatus 
COOK COUNTY HOSPITAL MODEL 


This dependable heavy duty surgical suction unit has 
ample power and capacity for any operative case. The 
enclosed motor and pump are quiet and vibration-free: 
their rugged construction requires little attention other 
than occasional oiling. Including the standard gallon 740.6 is @ Mueller-Built 
suction bottle, the entire unit is handily portable, may Ether V, san: de Famains 
be used on any table surface without creeping. The o ye Pieuente tink 
modern steel stand has a deep drawer for accessories. ie Every es spital Ne Need. 


Dependable — Powerfu 


\ For Full Details Write Direct To oe — wa oney, 
Motor and Switches i Mueller an d Comp any 


RE cc 408 SOUTH HONORE STREET CHICAGO 19, ILLINOIS 











Is this newborn infant’s name Ross or 
Moss? Kane or Payne? Does he belong to 
the Archibald Smiths or the Spencer Smiths? 
There is no doubt when Deknatel Name-on 
Beads are sealed on baby at birth. Deknatel, 
“the original’’ Name-on Beads are color fast, 
indestructible, inexpensive. Not affected 
by washing or sterilizing. The neck- 
lace stays on until it’s cut off. 


J. A. Deknatel & Son & 
Queens Village 8, (L.1.), N.Y. 
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largest share of the new general 
hospitals planned under the Hill- 
Burton Act will have from 25 to 
49 beds. A study of project appli- 
cations as of September 3, shows 
37 per cent of all requests for new 
general hospitals to be in that cate- 
gory. Hospitals with 50 to 74 beds 
were second in number, with 24 
per cent. They were followed close- 
ly by institutions of fewer than 25 


beds, totaling 23 per cent of all 
applications for new general hos- 
pitals. About 12 per cent of these 
applications are for hospitals larg- 
er than 100 beds. The remaining 4 
per cent were for hospitals of 75 
to 99 beds, the least popular size. 

Applications so far for all bed- 
producing projects in fiscal 1949 
show a marked increase over 1948 
requests in the number of beds. Ap- 





HONOR-SMATHERS ble ME PLASTIC. TUBE 









Archives of Surgery October 1947, Vol. 55 
by 


W H. Honor, M.D. Wyandotte,Mich 
Homer M. Smathers, M.D. Detroit, Mich 
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Cross-section of double lumen 
HONOR-SMATHERS PLASTIC TUBE 


The illustration at right shows a cross-section of the double-lumen tube. 
By having the small tube, for introduction of mercury and air, buried within 
the wall of the tube, an unobstructed lumen for suction is provided. 

The unique construction of the Honor-Smathers Intestinal Intubation Tube 


provides the following Distinct Aduant 


& Ease of intubation—extremely flexible—cannot “kink” © 
ms Extremely large capacity in suction lumen gg 
& Large size holes for suction-eliminating possibility of clogging 


& Complete control of 


See Your 


tube at all times @ 


Dealer 


Cat.No. 675, Size, 16 Fr. Complete with directions for use, $7.50 
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Pil C.R. BARD, Inc 
STRUM 


THERE IS NO SATISFACTORY SUBSTITUTE FOR QUALITY 
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plications for bed-producing pro- 
jects under the 1948 budget aver- 
aged about 59 beds a project. 
Similar applications under the 1949 
budget jumped nearly 24 per cent. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the Public Health Service under 
the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 130 of 
HOSPITALS for September. 


Alabama 


Holy Family Hospital, Ensley; general; 
48; nonprofit; $450,000; $150,000. 

t. Jude Hospital, Montgomery; general; 
152; nonprofit; $1,327,360; BF a agg 
Providence Hospital, bile —— eral; 
200; nonprofit; $2, 00,000." $100,600 (1948), 
ont ,000 (1949), $300,000 (1950) (split proj- 
ec 


Arkansas 


Community Hospital, Paragould; gen- 
eral; 66; public; $217,104; $72,035. 


Colorado 


St. Mary’s Hospital, Grand Junction; 
general; 132; nonprofit; $1,812,000; $100,- 
000 (1949); $200,000 (1950), $200,000 (1951) 
(split project). 


Connecticut 


Manchester Memorial Hospital; general; 
44; nonprofit; $600,000; $200,000. 

New Milford Hospital, New Milford; gen- 
eral; 40; nonprofit; $600,000; $200,000. 





SEDATIVE ARCHITECTURE 


4 
“The buildings occupied 
by the sick are furthest re- 
moved from the street; and 
the least agreeable build- 
ings of the group from their } 
associations, the contagious 
ward and the morgue, are 
placed where they are least 
likely to be seen by the pa- 
tients. . . . The horse-sheds 
are commanded from the } 
windows of the administra- 
tion building, so that the 
doctors may be relieved of 
all anxiety concerning their } 
horses.” — “Suggestions for 
Hospital Architecture with 
§ 
5 





Plans for a Small Hospital,” 
by WiLL1amM ATKINSON, 1894. 


, ae 


HOSPITALS 

















OCT 





LORENZO BONE SET 


for Hip Fractures 


Siow eS "M. O, ‘Siiitales Steel 
No. 258 


Set consists of 5 Lorenzo Screws, 3 in. 
diameter, half thread, 1 reamer, 1 wrench, 
Screw Rack, 5 intertrochanteric plates, 2 
guide wires for fixation at the head of the 
femur (spear pointed). Hip Screws test 
150 Ib. 


Fracture Catalog sent on physician's request 


DEPUY MANUFACTURING CO., Warsaw, Ind. 


Over 50 Years of Continuous Service to ‘ihentilin H10-48 

















CHCA 
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its quality 
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Florida 
Pinellas County Public Health Center, 
St. Petersburg; health center; public; $485,- 
000; $161,666. 


Georgia 


Macon City Hospital, Macon; general; 
public; $63,850; $21,283 (add. and alt.). 


Idaho 
Caldwell Memorial Hospital, Caldwell; 
general; 75; nonprofit; $799,170; $139,751. 
Bingham County Hospital, Blackfoot; 
general; 35; public; $536,400; $59,166 (1949), 
$118,333 (1950) (split project). 


Illinois 
Carmi Hospital; general; 50; nonprofit; 
$875,000; $291,666. 
Carlinville General Hospital; general; 50; 
nonprofit; $875,800; $291,933. 


Kansas 
Norton County Hospital; general; 34; 
public; $300,000; $100,000. 
Gove County Hospital and Clinic, Quin- 
ter; general; 20; public; $212,812; $70,512. 
Pratt County Hospital; general; 48; pub- 
lic; $712,500; $187,500. 


Massachusetts 
Lawrence Memorial Hospital, Medford; 
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In school and hospital kitchens it is 
economically important that hand 
dishwashing be a fast operation 

. - and if is equally important that 
a high degree of sanitation be 
maintained. Midland Dishwashing 
Compound liquid cleanser, answers 
both needs. Try it! Full particulars 
sent on request. 








A) Midland Laboratories . pusuoue. 1owa 








general; 69; nonprofit; $650,000; $216,666. 
Children’s Hospital, Boston; chronic; 60; 
nonprofit; $825,000; $275,000. 


Michigan 
Mercy Hospital, Manistee; general; 51; 
nonprofit; $750,000; $250,000. 
Rogers City Hospital, Rogers City; gen- 
eral; 27; public; $356,520; $118,840. 


Minnesota 


Greenbush Community Hospital; general; 
20; nonprofit; $210,683; $69,246 (pickup). 

Village Wells Hospital, Wells; general; 
26; public; $302,700; $100,000. 

Rochester Public Health Center; health 
center; public; $225,562; $75,187. 


Mississippi 
Field Memorial Hospital, Centreville; 
general; 50; public; $450,000; 146,600. 
Leflore County Health Center; health 
center; public; $138,000; $39,333. 


Missouri 


Perryville County Hospital; general; 50; 
public; $540,900; $176,133. 

Lincoln County Memorial Hospital, Troy; 
general; 50; public; $572,500; $187,500. 


New Hampshire 
Mary Hitchcock Memorial Hospital, Han- 
over; general; 93; nonprofit; $898,350; 
$299,450. 


North Dakota 


Elgin Memorial Hospital; general, non- 
profit; $30,149; $10,049 (equip. only). 


Pennsylvania 


Sunbury Community Hospital; general; 
128; nonprofit; $1,321,080; $440,360. 


Puerto Rico 
Rio Piedras Psychiatric Hospital, San 
Juan; mental; 892; public; $4,238,500; $1,- 
000,000 (1948), $412,833 (1949) (remodel, 
split project). 


South Carolina 


Kershaw Auxiliary Health Center; health 
center; public; $15,565; $5,188. 

Bethune Auxiliary Health Center; health 
center; public; $12,090; $4,030. 

Blaney Auxiliary Health Center; health 
center; public; $12,090; $4,030. 

Boykin Auxiliary Health Center; health 
center; public; $12,090; $4,030. 

Saluda Public Health Center; health cen- 
ter; public; $87,000; $29,000. 

Ridge Spring Auxiliary Health Center; 
health center; public; $12,000; $4,000. 


South Dakota 


Freeman Community Hospital; general; 
19; nonprofit; $111,200; $34,733. 


Utah 


Sevier County Public Health Center, 
Richfield; health center; public; $60,000; 
$20,000. 

Virginia 

Loudoun County Hospital, Leesburg; 
general; 16; nonprofit; $317,598; $105,866. 

Rockingham Memorial Hospital, Har- 
risonburg; general; 118; nonprofit; $1,440,- 
967; $235,000 (1948), $245,322 (1949) (split 
project). 

Warren Memorial Hospital, Front Royal; 
general; 43; nonprofit; $600,000; $200,000. 

Johnston Memorial Hospital, Abingdon; 
general; 46; nonprofit; $602,403; $200,801. 

Medical College of Virginia Hospital, 
Richmond; general; 27; public; $243,065; 
$81,021. , 

King’s Daughters’ Hospital, Staunton; 
general; 42; nonprofit; $2,000,420; $650,140. 


Washington 


St. Joseph’s Hospital, Bellingham; gen- 
eral; 61; nonprofit; $515,000; $171,000. 


Wisconsin 


Osceola Hospital; general; 10; public; 
$105,000; $35,000. ‘ 

Platteville Municipal Hospital; general 
30; public; $397,513; $130,337. 
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One-Typing Payroll... 


* Eliminates Rewriting 
and Errors 


* Eliminates Duplicate 
Work 


* Accomplishes 
Employee Earnings 
Record in one-typing 





Plan now for 1949! 


Complete set of samples sent to Hospital Administrators 
without charge. Write for Price List No. DI550. 


PHYSICIANS’ RECORD CO. 


THE tARG EST PU BLS ae ee OF 
HOSPITAL AND MEDICAL RECORDS 


HARRISON ST. CHICAGO 5, ILLINOIS 








serve excellently all surgical procedures requiring a non-absorbable, 
non-capillary suture...free from limitations of length and irregularity 
of diameter. Supplied with curved or straight needles, eye or eyeless 

- also available in larger sizes for use as tension sutures. Ask for 
complete schedule of Scanlan sutures. 


THE OHIO CHEMICAL & MFG. CO., 1400 E. Washington Ave., Madison 3, Wisconsin 


4 # Ge 4 Manufacturers of Medical Apparatus, 
Gases, and Suppliestor the Profession; 
Hospitals and Research Laboratories 
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GOMCO ROTARY 
BREAST PUMP 


Provides 
FREEDOM FROM CONTAMINATION 
PATIENT COMFORT e ALL-AROUND 
PERFORMANCE e QUIET OPERATION 
TROUBLE - FREE PERFORMANCE 
SPACE SAVING e ATTRACTIVE 
APPEARANCE 


pS a sturdy rotary pump (rather 
than cylinder piston type) this 
Gomco Breast Pump gives CONTINUOUS 
suction . . . keeping any contaminated 
air columns from being recirculated. 


The Gomco Rotary Breast Pump _ is 
particularly safe for the patient, too, 
because she can easily contrel the degree 
of suction. 


The unit as a whole is quiet running, 
light and compact. No visible moving 
parts, no valves or pistons to wear out. 
Glass trap, removable for cleaning, pre- 
vents damage to pump from overflow. 
Glass nipple shields and rubber covers fit 
the two 4 oz. bottles, on which feeding 
nipples can be attached. A truly con- 
venient and long-lasting breast pump, 
appreciated by patient and physician 
alike. 


A new catalog has just been printed. 
It is yours for the asking. 


GOMCO 
SURGICAL MANUFACTURING CORP. 


820H E. Ferry St. Buffalo 11, New York 
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Michigan Survey for Important Laws 


The legislative Committee of the 
Michigan Hospital Association has 
undertaken a project to find out 
what hospital laws its members 
consider most important. To do 
this, the committee developed a 
state legislative check-list. The list 
of legislative matters was sent to 
association members, who were 


asked to indicate the order of im- 
portance. 

On the basis of final tabulations, 
the committee will report survey 
results to the association’s Board of 
Trustees. According to Allan 
Barth, association executive secre- 
tary, results will be used to deter- 
mine what law should be sponsored 





HOW TO RUN A HOSPITAL 


Krohn Hospital Service. 


inexpensive aid. 





This executive can take it easy because he runs his hospital with the 
new work-saver. You too will enjoy leisure and save money when you use 


Only Krohn Hospital Service continuously polls top executives to place 
their wisdom at your call. Our helpful Reviews take just 6 pleasant minutes 
to read because they are condensed. 


For the good of your hospital do your work better and faster with this 





KROHN HOSPITAL SERVICE 
5461 Second Ave., Detroit 2, Mich. 


Gentlemen: 


NAME 


STREET 











MAIL THE COUPON FOR A 
FREE COPY OF OUR WEEKLY REVIEW 


Please send me a FREE copy of your weekly Review that will save me work and money. 


CIiY, " TONE. GSS TATE. 
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at the next regular session of the 
legislature. 

By mid-September results were 
almost all tabulated. Out of 63 
hospitals reporting, the largest 
number—32—indicated that legis- 
lation on the reimbursable cost 
formula was most important. Other 
laws on the check-list and the 
number of votes each received are: 

Hospital lien law, 14; hospital 
claim preferred at death, 13; high- 
way accident fund, 12; hospital 
licensing law, 12; acceptance of mi- 
crofilm records in evidence, 10; 
practical nurse license law, 9. 


Union Health Care 


The increasing activity of or- 
ganized labor in health and hospi- 
talization is pointed up by recent 
news items. 

The Department of Labor re- 
ported last month that more than 
three million workers, represented 
by nearly 100 labor unions, now 
are covered by health, welfare and 
retirement benefit plans. These 
range from local plans, involving 
only a few workers, to such indus- 
try-wide plans as those of the 
United Mine Workers, Internation- 
al Ladies Garment Workers, and 
Amalgamated Clothing Workers 
unions, involving hundreds of thou- 
sands of employees. 

In New York last month, the 
United Mine Workers’ medical ad- 
visory board was studying plans 
for a multi-million dollar 200-bed 
hospital for injured coal miners. 
The hospital would be financed 
from the union’s welfare and re- 
tirement fund, which receives a 
donation for each ton of coal mined 
by U.M.W. workers. Dr. R. R. Say- 
ers, chairman of the medical ad- 
visory board, said such a hospital 
would have a staff of eminent spe- 
cialists in various fields. 

The welfare and retirement fund 
now is being used to care for min- 
ers who are paraplegics, paralyzed 
from the waist down. The fund has 
arranged for medical care, hospi- 
talization and possible rehabilita- 
tion for 100 paraplegic miners. 
Three hundred more are waiting 
for treatment. 

This work is coordinated by the 
Institute of Rehabilitation and 
Physical Medicine of New York 
University-Bellevue Medical Cen- 
ter. Dr. Howard A. Rusk, chair- 
man of the university’s department 
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of rehabilitation, reported that the 
institute is assisting in another 
United Mine Workers activity—a 
rehabilitation program for disabled 
miners. Last month, 23 members of 
the union were at the institute un- 
dergoing rehabilitation. Four oth- 
ers already had been sent home 
able to return to work. Dr. Rusk 
said there is a backlog of thou- 
sands who need this treatment. 


Nursing Jubilee 


The American Nurses’ Associa- 
tion will sponsor a diamond jubilee 
of nursing next month. The cele- 
bration will honor the memory of 
Linda Richards, first professional 
American nurse, and will mark 75 
years of nursing progress. 

Opening event of the jubilee will 
be a dinner, November 16, at New 
York City. More than 700 persons 
are expected to attend. Pearl Mc- 
Iver, nurses’ association president, 
will serve as chairman. 

Sponsors of the jubilee include 
persons representing medicine 
public health, social service, reli- 
gion, veterans’ affairs and other 
national groups. Scheduled speak- 
ers include Dr. Frank P. Graham, 
president of the University of 
North Carolina; Ralph Blanshard 
of the National Conference of So- 
cial Work, and Dr. Arthur W. Al- 
len, president of the American Col- 
lege of Surgeons. 


Student Nurse Withdrawals 


The Department of Studies, Na- 
tional League of Nursing Educa- 
tion, has issued its second report 
on the withdrawal of student 
nurses leaving school during their 
first six months. The study cov- 
ers students admitted in Septem- 
ber 1947. 

More than a third of the students 
withdrew because of failure in 
classwork. The study indicates that 
36.5 per cent left school for this 
reason. The two other main reasons 
for withdrawal were dislike for 
nursing, which accounted for 12.1 
per cent, and matrimony, which 
was the reason for 10.6 per cent of 
the withdrawals. 

The study covered 22,271 stu- 
dents in 838 schools of nursing. The 
total number withdrawn were 3,- 
446 out of 22,271 students admit- 
ted, or 15.5 per cent of the class. 

A full report of the league’s 
study may be found in the Septem- 
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THIS Community Fund campaign poster will 
be used by chapters all over the U. S. 


ber issue of the American Journal 
of Nursing. 


Community Fund Drive 


A national goal of more than 
$185,000,000 has been set for the 
1948 Community Chest campaign. 
The official campaign month is Oc- 
tober, and the drive was to have 
been opened by President Truman 
in a national radio address on the 
evening of September 30. 

The money contributed to com- 
munity chests will be spent ap- 
proximately as follows: Health 
services, $15,660,000, 8.7 per cent; 
hospital care, $9,000,000, 5 per 
cent; youth services, $59,220,000, 
32.9 per cent; family service, $35,- 
640,000, 19.8 per cent; care of aged, 
$2,340,000, 1.3 per cent; community 
welfare planning, $6,660,000, 3.7 
per cent. Campaign expenses are 
estimated at $9,900,000, 5.5 per 
cent, and the reserve for collection 
losses at $8,280,000, 4.6 per cent. 

It is expected that about 1,000,- 
000 men and women will work on 
the more than 1,000 local com- 
munity chest drives. 


Polio Research Funds 


During the last seven months of 
1947, the National Foundation for 
Infantile Paralysis allocated $4,- 
675,971 for polio research, educa- 
tion and emergency epidemic aid. 
Emergency epidemic aid received 
the largest share, $2,764,618. More 
than $1,022,000 were appropriated 
for professional education, while 
about $475,000 went for virus re- 





search. Preventive and after-care 
research received about $254,000, 
and $160,000 went for medical care. 

Since January 1 of this year, the 
foundation already has allocated 
more than $2,815,000 for emer- 
gency epidemic aid. In 1947 there 
were 10,734 cases of poliomyelitis 
in the United States, compared 
with 25,698 in 1946. For the last 
five years, reported cases totaled 
81,530. There were only 31,993 re- 
ported cases in the preceding five 
year period. 

Basil O’Connor, foundation 
president, attributed part of this 
difference to more accurate diag- 
nosis of infantile paralysis and 
increased diligence in reporting 
cases. 


Study of Losses 


Hospital operating costs and in- 
come both have risen since last 
year. To get an idea of the extent 
of these increases, New York City’s 
United Hospital Fund made a spe- 
cial study covering the first six 
months of 1948. 

The average cost per patient day 
for all services during that period 
amounted to $14.81 for the 10 New 
York hospitals that were studied. 
This is an increase of about 5 per 
cent more than average cost for 
1947 and is 11.6 per cent higher 
than the cost for the first six 
months of last year. 

In announcing these figures 
Charles G. Roswell said that oc- 
cupancy during the first six months 
of a calendar year is usually much 
higher than during the last six 
months, a factor which tends to 
produce a lower per diem cost than 
the average developed on the basis 
of a full year’s operation. 

In the outpatient departments, 
the average visit cost $3.05, 6 
per cent more than the average for 
last year and 5.5 per cent higher 
than clinic costs for the first six 
months of 1947. 

Income: During the ffirst six 
months of this year, income from 
all classes of patients increased 
substantially over 1947 figures. 
Clinic revenue went from $1.31 to 
$1.45 a visit, an increase of 10.7 
per cent. Private patient revenue 
increased about 9 per cent — from 
a $21.72 average to $23.70. For 
semiprivate patients, income in- 
creased 12.7 per cent from $14.30 
to $16.12. Ward income went from 
$6.51 in 1947 to $7.61 during the 
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first six months of 1948—a 16.9 per 
cent increase. 

Losses: Mr. Roswell reported that, 
despite the relatively large per- 
centage increase in ward and clinic 
income, there is still a tremendous 
variance between revenue and 
costs. The average net loss for each 
clinic visit. now is $1.60. In 1943, 
when clinic revenue averaged only 
86 cents a visit, the net loss was 
$1:12. 

The 10 hospitals lost an average 
of $6.60 a day for each ward pa- 
tient during the first half of 1948 
despite the $7.61 average ward in- 
come. In 1943, when ward income 
averaged only $4.04, the average 
loss per patient day was $3.97. 

The total operating loss for the 
10 hospitals for the six month 
period ending last June 30 was $2,- 
480,406. In 1943, these same hospi- 
tals reported a total operating loss 
of only $2,739,140 for the entire 
year. 

Clinic visits during the first half 
of this year were 2.6 per cent 


greater than the visits in 1947. 
Private patient days increased 1.3 
per cent, semiprivate days de- 
creased 0.6 per cent and ward days 
decreased 1.7 per cent. 


Staff Resignation 


John G. Williams, Association 
business manager, resigned effec- 
tive with the conclusion of the 
fiftieth annual 
convention last 
month. He will 
be associated 
with Colin Cam- 
bell McLean in 
the newly form- 
ed Hospital Fur- 
niture Inc., Chi- 
cago. 

Mr. Williams 
joined the Asso- 
ciation staff in 
September 1943 as 





advertising 
manager for HOSPITALS. In 1945 he 
became business manager for the 
Association. 


Maurice J. Norby, assistant di- 


rector, has taken over the admin- 
istrative business manager duties. 
Charles J. Seibert joined the staff 
in May as advertising manager of 
HospPITALs. Mr. Seibert was for- 
merly with the McGraw-Hill Pub- 
lishing Company. 


Fund Chairman 


Henry M. Stevens, vice president 
of the J. Walter Thompson Adver- 
tising Company, has been named 
chairman of the 1948 campaign of 
the United Hospital Fund in New 
York City. Mr. Stevens will direct 
the two-month campaign for 
money to meet operating deficits 
of the 86 voluntary hospitals as- 
sociated with the fund. Fund Presi- 
dent Roy E. Larsen, who is also 
president of Time, Inc., announced 
the appointment of Mr. Stevens 
last month. 


The 1947 fund goal was $2,383,- 
887. By the middle of September, 
this year’s goal had not been an- 
nounced. 
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MADE BY 


You're in for a bigger, pleasanter sur- 
prise than you think, when you install 
Kelvinator-refrigerated Electric Water 
Coolers! You'll see them put new fresh- 
ness in tired faces ... new sparkle in 
dulled eyes ... new spring in lagging 
footsteps. You'll see how much extra 
refreshment there is in the bubbling 
clear freshness of properly cooled water. 
Get a fresh start, give a fresh start to 
patients and associates—with low-cost, 
scientifically correct thirst protection. 
Install Kelvinator-refrigerated Electric 
Water Coolers; see your Kelvinator 
dealer today! 
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“A Hallmark of Refreshment” fe 


EBCO MANUFACTURING CO. 







THE EBCO MANUFACTURING CO. 
TOWN AND LUCAS STS., COLUMBUS 8, OHIO 


rc 
! 

Please rush details on Kelvinator -refrigerated 
Electric Water Coolers! 


















HOSPITAL SHEETINGS 
of UNSURPASSED Quality 





The words “Made by Hodgman” do more 
than identify the manufacturer of HORCO 
Hospital Sheetings. They denote an enduring 
reputation for dependability which guarantees 
the excellence of all Hodgman Products. In 
HORCO Sheetings, quality and skill have 
brought to a high degree superior features of 
protection against rough treatment for long 
periods . . . comfort that allows free move- 
ment and action .. . durability to resist the 
wear and tear of much handling and clean- 
ing . . . economy that results from longer 
and better service. 


HORCO Sheetings are produced to meet the 
most rigid hospital qui ts. Where 
quality is a prime consideration, they are 
overwhelmingly preferred by many hospitals 
throughout the country. Ask your jobber. 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
CHICAGO, ILL, I5 N. Jefferson St. 
NEW YORK, N. Y., 261 Fifth Ave. 
SAN FRANCISCO, CAL., 121 Second St. 
Distributed by JACK C. KERN CO. 
2100 McKinney Ave., Dallas, Texas, and | 
5618 Lake Shore Drive, Knoxville, Tenn. 
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_H asco - PHOENIX 


Selected 
WOOD FURNITURE 


FOR INSTITUTIONAL USE 






FOR HOSPITALS 
NURSES & INTERNE QUARTERS 

/ LIBRARIES « WAITING ROOMS 
4 NURSERIES 


Made of carefully selected Northern hard 
woods, dried to a moisture content of 6%. 
Smoothly sanded with all edges carefully 
rounded to eliminate possible injuries or 
damage to wearing apparel. 

Oversized corners; blocks are used fo reinforce 
corners, hand fitted. glued and screwed to 
assure double strength. Bed Posts and rails 
ate steamed and bent to shape, thus avoid- 
ing cross grain breakage. Drawers are accur- 
ately fitted and interiors are finished in 
natural color. Finishing coats of lacquer 
applied over a 6 process permanent stain 
finish, hand rubbed to an eggshell gloss. 


5 Colors to choose from: 


























Mahogany, Walnut, Maple, Harvest, Platinum 










WRITE FOR 
GENERAL CATALOG 
OF COMPLETE LINE 

OF FURNITURE 




















Two Lacquer Enamel Finishes; Black and No. 3309—Studio Bed with No Sag spring No. 331I—Night Table 


' i light No. 31462 Upholstered Easy Chair 
pon se ata ne oe ee No. 3310C4—Four Drawer Chest & Mirror 


No. 3503I—Side Chair = / 
No. 3310SD—Single Desk ¢ 
PRICES ON APPLICATION P 





SERVING INSTITUTIONS FOR.28 YEARS 


SUPPLY CORPOR ATAOW 
\OO Fifth Avenue, New York VV, WN 








EXACT — 
STERILIZATION 













FOR POSITIVE 





STERI 
— STEAM-CLOX are the only con- 
ATI trols that determine definitely, 
STEAM: Time, Steam, Temperature, indi- 
CLOX cating the success or failure of 





your sterilizing technique. You 
know, positively, if every pack is 
absolutely sterile. STEAM- 
CLOX are automatic, certain. Ab- 
solutely will not react to dry heat. 


5000 W. JEFFERSON BLVD, 
LOS ANGELES 16 


aN 








STEAM-CLOX record 
sterilization in un- 
mistakable color 
changes. 





FREE 
DEMONSTRATION 
SUPPLY 


STEAM-CLOX make your hospital error-proof in this 
vital department, and at a cost of only 24%4c per pack. 
Write today for ample free supply for proving in your 
own autoclave. See for yourself why so many hospitals 
use STEAM-CLOX. 

ASEPTIC-THERMO INDICATOR COMPANY 
Dept. 2-97, 5000 W. Jefferson Bivd., Los Angeles 16, Calif. 


(OS TEAM > CLOX 
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THURMADUKE MAKES MASS FEEDING 
EASIER AND MORE PROFITABLE 


Easier — because sectional heat control of this modern 
food warmer provides the heat that’s exactly right for each 
different food — prevents “steamed-out” flat taste... 
cuts food waste to a minimum. Easier — because you can 
switch interchangeable top plates around to suit your par- 


ticular needs. Easier — because Thurmaduke is waterless 
— you waste no time handling an old-fashioned, unsanitary 
water pan. 


More economical in so many ways! Saves you 30 to 70 
per cent on gas or electrical bills since you waste no fuel 
heating a water pan. Installation costs less — no water 
supply or sewer connection necessary. DON carries all the 
varied models, from counter to portable type. 

Depend on DON, always, for all the best equipment. 
Ranges, refrigerators, griddles, fryers, broilers. Chinaware, 
glassware, cutlery, linens. 50,000 ITEMS SOLD BY DON — 
AND ALWAYS, SATISFACTION GUARANTEED OR 
MONEY BACK. Write for the DON salesman to call. In 
Chicago, Phone Calumet 5—1300. 














EDWARD DON & COMPANY 


2201 S. LaSalle St. « Dept 32 * Chicago 16, Ill. 
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Personal SNews 





HARRY PAYNE, who has been pur- 
chasing agent for the Jefferson 
Davis Hospital, Houston, Texas, for 
the past two years, has accepted a 
position as administrator of the Mc- 
Kinney (Texas) City Hospital. 

Before joining the Jefferson Da- 
vis staff Mr. Payne was the pur- 
chasing agent at the Memorial Hos- 
pital, Houston. 


ALBERT A. CURTIS was appointed 
assistant superintendent of St. 
Luke’s Methodist Hospital at Cedar 
Rapids, Iowa, August 1. Mr. Curtis 
was graduated from the North- 
western University course in hos- 
pital administration in 1948. He 
completed his administrative in- 
ternship at the Bronson Methodist 
Hospital, Kalamazoo, and the Com- 
munity Health Center, Coldwater, 
Mich. 


WILLIAM H. Hoosier, for 14 
years assistant superintendent of 
the Youngstown Hospital Associa- 
tion, has been appointed adminis- 
trator of the Roanoke (Va.) Hos- 
pital. Mr. Hoobler’s appointment 
was effective September 8. He suc- 
ceeds the late Herbert W. Popper. 
Mr. Hoobler is a member of the 
American College of Hospital Ad- 
ministrators. 





Mrs. MIRIAM L. NEFF has been 
appointed administrative assistant 
of St. Barnabas 
Hospital for 
Chronic Diseas- 
es at New York 
City. Her ap- 
pointment was 
effective August 
:. 

Mrs. Neff re- 
ceived her mas- 
ter of science 
degree in hospi- 
tal administra- 
tion from the School of Public 
Health, Columbia University. She 
recently completed a year of resi- 
dency in hospital administration 
under Dr. A. P. MERRILL, adminis- 
trator of St. Barnabas Hospital. 





ALBERT M. HEYBERGER is the new 
director of public and personnel 
relations at Bradford (Pa.) Hospi- 
tal. He succeeds EDWARD E. JAMES. 
Mr. Heyberger was a vocational 
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counselor of the Veteran’s Center 
in Philadelphia. Prior to this, he 
was with the medical department 
of a research laboratory of the 
Atomic Energy Commission at Oak 
Ridge, Tenn. ' 


JOHN B. RIcH, president of the 
board of Annapolis (Md.) Emer- 
gency Hospital, and Dr. A. AUSTIN 
PEARRE, have been elected to the 
board of directors of the Maryland 
Hospital Service. 


Roy R. ANDERSON, superintend- 
ent of the Larimer County Hospi- 
tal, Fort Collins, Colo., has resigned 
to become assistant superintendent 
of Presbyterian Hospital, Denver. 
Mr. Anderson is president of the 
Colorado Hospital Association and 
a member of the American College 
of Hospital Administrators and the 
American Hospital Association. 


MOTHER M. ALICE, administrator 
of St. Clare’s Hospital, New York 
City, was honored recently by the 
presentation of an honorary degree 
of doctor of science by St. Bona- 
venture’s College, Allegany, N.Y. 
The degree was presented in recog- 
nition of Mother Alice’s nearly 50 
years of service in the hospital 
field and her work as the founder 
of four hospitals. 

Mother Alice is a member of the 
American College of Hospital Ad- 
ministrators. 


Dr. JAMES F. TERRELL, superin- 
tendent of the Pima County Hos- 
pital, Tucson, Ariz., has been re- 
called to active duty with the Navy. 
Dr. JAMES STRAUSS, one-time resi- 
dent at the hospital, will replace 
Dr. Terrell until a successor is 
chosen. 


C. R. YounGaQuistT, formerly su- 
perintendent of the Jameson Me- 
morial Hospital at New Castle, Pa., 
has been appointed administrator 
of the Christian H. Buhl Hospital at 
Sharon, Pa. He succeeded C. D. 
JEFFRIES. 


ROBERT M. MurpHy has been 
named administrator of the Mid- 
State Baptist Hospital Inc., Nash- 
ville, Tenn. Mr. Murphy had been 
the administrator of the Columbus 
(Ga.) City Hospital. He is a per- 








sonal member of the American 
Hospital Association. 


DR. MARTIN R. STEINBERG has 

been appointed director of the 
Mount Sinai 
Hospital of New 
York City. He 
will succeed Dr. 
JOSEPH TURNER, 
. director of the 
hospital since 
1928, who has 
been named 
consultant to the 
board of trus- 
tees. 

Dr. Steinberg 
came to Mount Sinai as assistant 
director in 1945 and was named 
associate director January 1948. 
During the war, he was an execu- 
tive officer of several hospital in- 
stallations, and had the rank of 
lieutenant colonel. 

Dr. Steinberg is a member of 
the American Hospital Association 
and the American College of Hos- 
pital Administrators. 

Dr. Turner came to Mount Sinai 
Hospital as an assistant director in 
1922. An authority on hospital de- 
signing and planning, as well as 
administration, he has lectured at 
many universities and has served 
on the faculty of the Institute on 
Hospital Planning of the American 
Hospital Association. 





FRANK Moore has been appoint- 
ed administrative assistant at Hu- 
ron Road Hospital, East Cleveland, 
Ohio. Mr. Moore recently complet- 
ed his internship at that hospital 
after he was graduated from the 
Washington University course in 
hospital administration. 


Dr. F. WILLIAM SUNDERMAN has 
been appointed head of the depart- 
ment of clinical pathology at the 
Cleveland Clinic Foundation. Dr. 
Sunderman has been assistant pro- 
fessor of research medicine at the 
University of Pennsylvania, physi- 
cian to the Hospital of the Univer- 
sity of Pennsylvania, and professor 
of clinical pathology and director 
of the laboratory of clinical medi- 
cine at Temple University Medical 
School. 


Dr. JoHN E. KELLY, manager of 
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123 





OCTOBER 1948, VOL. 22 





Billings Veterans Hospital at Fort 
Harrison, Indianapolis, has retired 
because of poor health. He will be 
succeeded by Dr. HAUGHTON W. 
BAXLEY, formerly chief medical of- 
ficer of the Veterans Administra- 
tion office in Wisconsin. 


HERMAN J. GRIMMER JR., hospi- 
tal consultant for the new Enrique 
C. Sotomayor Maternity Hospital 
at Guayaquil, Ecuador, was hon- 
ored recently by the city of Guaya- 
quil and the board of public wel- 
fare. His portrait was hung in the 
new building along with those of 
the president of Ecuador, Sr. Don 
Carlos Julio Arosemena, and Sr. 
Don Enrique C. Sotomayor, who 
donated the money for the hospital 
equipment. 

In 1946 Mr. Grimmer was deco- 
rated by the government of Ecua- 
dor with the national order, “Al 
Merito, grado de Caballero,” for his 
work in reorganizing the hospitals 
in Ecuador. Mr. Grimmer is a per- 
sonal member of the American 
Hospital Association. 


JANE GRISWOLD has resigned as 
director of dietetics of the Spring- 
field (Mass.) Hospital. She had 
been the administrative assistant 
dietitian at the New England Dea- 
coness Hospital in Boston before 
coming to the Springfield Hospital 
in 1940. 

JANE LAVANIA MANKIN, formerly 
director of dietetics at the Toledo 
(Ohio) Hospital, has been appoint- 
ed to fill this position. 


RUBEN IDSTROM is the new ad- 
ministrator of Montana Deaconess 
Hospital at Great Falls. He former- 
ly was superintendent of Rice Me- 
morial Hospital at Willmar, Minn. 


JOHN P. GARRISON, formerly the 
assistant director at the Chicago 
Home for Incurables, has succeeded 
EMIL HANSEN as superintendent of 
the Winona (Minn.) General Hos- 
pital. Mr. Hansen is now at Finley 
Hospital in Dubuque, Iowa. 


SHELBY W. PATTON, director of 
the school of nursing and nursing 
service at Garfield Hospital, Wash- 
ington, D.C., has retired. Miss Pat- 
ton has been associated with Gar- 
field Hospital since she entered as 
a student in 1918. She became an 
assistant director of nursing in 1927 
and was named to her present posi- 
tion in 1944. 


Dr. Rosert H. LOwE, assistant 
director of Rochester (N.Y.) Gen- 
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eral Hospital, has been named com- 
mander of the 19th General Hos- 
pital Organized Reserve Corps. He 
holds the rank of lieutenant colonel. 
Dr. Lowe replaces Dr. EDwarp T. 
WENTWORTH, retired colonel, who 
commanded the corps during World 
War II. 


TED BOWEN has been appointed 
assistant administrator of the Meth- 
odist Hospital at Houston, Texas. 
Mr. Bowen received. a master’s 
degree in hospital administration 
from Washington University, St. 
Louis. 





Dr. ROBERT N. ZOLLINGER has 
been named chief of staff at St. 
Francis Hospital, Columbus, Ohio. 
Dr. Zollinger, who has been chair- 
man of the department of surgery 
in the Ohio State University Col- 
lege of Medicine, succeeds Dr. 
BRUCE K. WISEMAN, who is chair- 
man of Ohio State University’s de- 
partment of medicine. 


GILBERT L. CAKE JR. has been ap- 
pointed administrator of the St. 
Lucas Deaconess Hospital, Fari- 
bault, Minn. Prior to this he had 
been the purchasing agent for the 
Swedish Hospital at Minneapolis. 

Mr. Cake succeeds LAWRENCE N. 
STRUNK at St. Lucas Deaconess. 


GEORGE A. Hay, formerly busi- 
ness manager of the Hospital of the 
Woman’s Medical College at Phila- 
delphia, Pa., has been appointed ad- 
ministrator. He succeeds DR. CATH- 
ERINE B. HESS. 

Mr. Hay also was elected pres- 
ident of the Philadelphia Hospital 
Association. 





ANN K. MAGNUSSEN, national di- 
rector of disaster nursing and nurse 
enrollment of the American Red 
Cross, has been appointed national 
deputy administrator of nursing 
services. 


EDITH M. WADDELL, R.N., is the 
new administrator of the Presque 
Isle (Maine) General Hospital. She 
succeeds GARDINER E. VINCENT. 


Harry E. Munro has been ap- 
pointed administrator of the Union 
Hospital at Lynn, Mass. DR. WIL- 
LIAM F. LEMAIRE has been the act- 
ing administrator. Mr. Munro is a 
personal member of the American 
Hospital Association. 


IRMA MATTHEWS, formerly su- 
perintendent of nurses at the Mid- 





dle Georgia Hospital, Macon, has 
been appointed superintendent of 
the R. J. Taylor Memorial Hospi- 
tal at Hawkinsville, Ga. 


R. E. HUMPHRIES of Cedartown, 
Ga., has been named superintend- 
ent of Baptist Memorial Hospital at 
Gadsden, Ala. He succeeds REv. W. 
T. EDWARDS. 


ANTHONY C. GARRICK has been 
appointed administrative intern at 
Samaritan Hospital, Troy, N. Y. It 
was incorrectly stated in the Sep- 
tember issue that Mr. Garrick was 
appointed superintendent of the 
Samaritan Hospital. 

E. E. GLOVER is the superintend- 
ent of the hospital. 


HAROLD L. BETTIS is the new ad- 
ministrator of the Anderson (S. C.) 
Memorial Hospital. He replaces C. 
F. REAMES. 


Dr. PHILIP K. GILMAN, chief 
of the Bureau of Hospitals of the 
California State Department of 
Public Health, died in San An- 
selmo, Calif., last month at the age 
of 69. 


Dr. Gilman headed the Califor- 
nia survey of hospital needs under 
the Hill-Burton Act and was re- 
sponsible for California’s hospital 
inspection act, which set minimum 
standards for state hospitals. 


A graduate of Stanford Univer- 
sity and Johns Hopkins Medical 
School, Dr. Gilman was a former 
president of the California Medical 
Association, the Pacific Coast Sur- 
gical Association and the National 
Council of Presidents of State 
Medical Societies. At the time of 
his death, he was clinical professor 
emeritus of surgery at Stanford 
University. 


Dr. TALIAFERRO CLARK, former 
assistant surgeon general of the 
Public Health Service, died in the 
Ellis Island (N.Y.) Marine Hospi- 
tal, during July, at the age of 81. 
He was assistant surgeon general 
and chief of the venereal disease 
division from 1930 to 1933. Pre- 
viously he had supervised Public 
Health Service immigration quar- 
antine services in Europe. He had 
been with the service for 36 years 
before his retirement in 1933. He 
has written many articles on pub- 
lic health affairs. 
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Sold through 
ethical supply houses 
only 






_ Kindly state your supply house name. 
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A catalog of @ERTEX) glassware will be sent fo you upon request. 


| MERCER GLASS WORKS, INC., 725 Broadway, New York 3, N. Y. 


Surgical @ Laboratory @ Scientific Apparatus @ General Supplies 




















No. 1170 Square Tube Margaret Hague Maternity Bed 
illustrated with Mount Sinai Adjustable Bottom, both sides 
sliding, and 3” casters. Size 3 ft. x 6 ft. 6 in. (inside). 
Can also be furnished with National Bottom. Finish: Hard 
Baked Enamel. Color; White, any plain color or wood 
grained finish. 


FRANK A. HALL & SONS 


Member of Hospital Industries’ Association 


General Office Showrooms 
120 Baxter St., New York 13, N. Y. 200 Madison Ave., New York 16, N. Y. 























Hospital 
Sheeting 


Waterproof, resistant to stains and acids 
— easily cleaned and sterilized. Non- 
toxic. Both heavy-duty and lightweight — 
coated one or two sides. 


Ask your Hospital Supply House for 


Royal Archer Sheeting 


ARCHER RUBBER COMPANY 
MILFORD, MASSACHUSETTS 


QUALITY RUBBERIZED GOODS SINCE 1907 
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X-RAY PROTECTION 
METHODS & DEVICES 


RAY PROOF LEAD IN- OPERATORS’ WINDOWS 
SULATED PARTITION 
BLOCKS RAY PROOF GLASS 


RAY PROOF FURRING FILM PASS BOXES 


RAY PROOF VENEER X-RAY PROTECTIVE 


PANELS SCREENS 


LEAD LATH LIGHT PROOF SHADES 


LEAD COVERED NAILS AD FRAMES 


PREPARED PLASTER RAY PROOF LOUVERS 


LEAD LINED DOORS LIGHT PROOF LOUVERS 


Manufacturers of materials and products for 
X-Ray Protection and Light Proof Shades 


® 
Write for details and descriptive folder 


RAY PROOF CORPORATION 
330 E. 26th Street New York 10, N. Y. 


Agents in principal cities 


















Ideal For Premature, Normal Babies 





3000 EVENFLO Nursers 
Autoclaved Per Day! 


BABY FORMULAS, of San Francisco, 
supplies five major hospitals and hun- 
dreds of private homes. Over 3000 
Evenflo Nursers in 4- and 8-oz. sizes 
are used daily to process a variety of 
formulas. 

BABY FORMULAS eliminates con- 
tamination by (1) removing formula 
preparation from zone of possible in- 
fection; and (2) using modern Even- 
flo Nursers which seal both formula 
and nipple together for autoclaving. 


Write for free sample of 4 oz. Even- 
flo Nurser and suggested hospital 
techniques. Genuine Evenflo—the best 
costs less. 

*Patented by 
The Pyramid Rubber Co. 
Ravenna, Ohio 


Nipple and formula 
sanitarily sealed in 
4-0z. Evenflo Nurser. 


Evenflo 


America’s 
Most Popular Nurser 
“IT BREATHES AS IT FEEDS!” 


Approved by Doctors and Nurses 





OPINIONS 











(Continued from page 24) 


cost meal figure would not be an 
effective technique to use in raising 
employee morale. If we can assume 
the employees are participating 
with management in the care of the 
patient, the required teamwork 
will be based on the right to think 
independently. 


Such an employee would under- 
stand that wages are paid from pa- 
tient income. Good personnel pol- 
icies give the greatest morale boost, 
because the employee has pride in 
helping to keep the hospital a going 
concern. He has faith that there is 
opportunity for promotion and fu- 
ture development that will benefit 
him far more lastingly than getting 
something at less than cost. He is 
sure of what he is getting and why. 

Therefore, I do not believe that 
below-cost pricing of meals should 
be a factor in improving employee 
morale.—RUSSELL C. NYE, admin- 
istrator, Northwestern Hospital, 
Minneapolis. 
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Use Portagraph to create your duplicates 
of case histories, reports, and all other 
hospital records. Makes up to 60 copies 
in one hour. 

ACCURATE — no errors, no proofreading. no 
correcting. 

ECONOMICAL— photocopies cost only a few 
cents each, 

SIMPLE—no darkroom, no_ experience 
needed; automatic electric timer assures 
correct exposures. 

STURDY—all steel construction, yet light 
enough to be easily moved. 

VERSATILE— copies any kind of record— 
written, printed or drawn on one or both 
sides — white or colored paper, any weight 
from tissue to card stock. 

Write for free descriptive folder. Room 
132, Photo Records Div., 315 Fourth 
Ave., N. Y. 10. 

FOR GREATER HOSPITAL EFFICIENCY — USE PHOTOGRAPHY 
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ONE SYSTEM OF 
TIMEKEEPING 


In the Opinions department cf 
HOSPITALS for September, four ac- 
ministrators discussed metnods of 
timekeeping for the professional 
and nonprofessional employees of 
a hospital. Two agreed that auto- 
matic time recorders are the best 
device; one advocated a time book 
for each department in which reec- 
ords can be written by the individ- 
ual employee; another advanced 
the theory that timekeeping is the 
responsibility of the department 
supervisor. ” 

A final opinion has been received 
which supplements the earlier dis- 
cussions. It appears below: 

In the nursing division, sched- 
uling of hours is done by super- 
visors and copies of this schedule 
are forwarded to the nursing of- 
fice. Deviations from schedule are 
reported to the office and correc- 
tions are made on each schedule to 
show time actually worked. Each 
nurse prepares her own time card, 
which is checked by the nursing 
office before approval for payroll 
purposes. Corrected schedules are 
filed for future reference by any- 
one who needs them. 

In other professional depart- 
ments, scheduling and checking of 
time cards are the responsibility of 
the head technician before the 
cards are forwarded to the payroll 
clerk. Department heads prepare 
their own time cards, which are 
approved by the superintendent. 

In nonprofessional departments, 
employees sign in on arrival for 
work and sign out before preparing 
to leave. Scheduled hours of work 
vary, but during the periods most 
frequently scheduled either the de- 
partment head or his assistant is 
on hand to check the accuracy of 
the entries. Signing in and out is 
done on sheets provided for the 
purpose on bulletin boards within 
sight of the checker, so while the 
system retains a desirable infor- 
mality, accuracy is high. 

All time cards are filed after 
payrolls are made up, and are used 
as the basis for computation of 
employee benefits based on tenure. 
—R. F. HosrorpD, superintendent, 
Bradford (Pa.) Hospital. 
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Silver Nitrate Applicators 
Silver Nitrate 75% 


i uanuact | Packed in vials of 100's 


Arzol Chemical Co. 
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